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THORACOPLASTY PROGRAM AT THE 
FLORIDA TUBERCULOSIS 
SANATORIUM 
A PRELIMINARY REPORT 
L. H. Kingsbury, M. D. 
and 
W. O. Fowler, M. D. 

Orlando 

Thoracoplasty, if we are to believe the histo- 
rians, is the oldest operation known to man, 
for the Lord took a rib from Adam to make 
Eve. More recently, in 1885, De Cérenville 
applied the knowledge of the treatment of 
chronic empyema by thoracotomy to tubercu- 
losis, adding a new surgical measure whereby 
the removal of short segments of ribs brought 
about diminution in the size of the cavity in 
this disease. The principle of this form of col- 
lapse was improved upon by Brauer and Fried- 
rich in 1907; they proposed extensive collapse 
of the lung, as adequate as by pneumothorax, 
by the removal at one operation of the ribs, 
from the second to the tenth, including the 
periosteal membranes and intercostal muscles. 

It soon became obvious that this was a high- 
ly dangerous undertaking. The procedure was 
refined by Wilms of Heidelberg, who also ap- 
plied the knowledge of the treatment of em- 
pyema, as published by Gourdet, and removed 
shorter segments of ribs one through eight, 
including the paravertebral angles. This oper- 
ation produced fair results with a relatively 
lower mortality, but not sufficiently 
promising to popularize the procedure. It re- 
mained for Sauerbruch, in 1911, to design a 
multiple stage operation with subperiosteal re- 
section of the first to the ninth or tenth ribs. 
One most important modification of the basic 
peration was the lung mobilization or api- 
colysis originated by Semb of Oslo, in 1934, 
which makes possible selective collapse of the 
ung increasing the scope of the indications. 
"he tendency at present is toward the removal 
of longer segments in an adequate number of 
stages. 

During the past two decades the mortality 
has steadily declined from the figure of 40 or 
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Read before the Sixty-Seventh Annual Meeting of the 
Florida Medical Association, held in Tampa, April 29, 
39, and May 1, 1940. 


50 per cent at the time of Wilms and Sauer- 
bruch, to an accepted average of from 10 to 
15 per cent. 

In the modern sanatorium up to 75 per cent 
of all cases receive some form of surgical col- 
lapse. Tuberculosis has in consequence be- 
come definitely a surgical disease. In Florida 
the sanatorium facilities are extremely limited. 
It is, therefore, the primary objective of this 
presentation that the physicians of the state 
have an opportunity to become conversant 
with the basic principles of thoracoplasty, and 
later of other forms of the treatment. By this 
means it is believed that the existing facilities 
may be utilized to the utmost advantage. The 
decline in mortality from tuberculosis can be 
maintained only by close association between 
the physician of the profession at large and the 
Sanatorium physician and surgeon. 

INDICATIONS FOR THORACOPLASTY 

1. Chronic, essentially unilateral disease 
in which pneumothorax or other reversible 
procedures and their adjuncts have failed to 
bring about adequate collapse. 

2. Contralateral lesions must not be more 
than minimal in amount and must be stable 
from the standpoint of serial roentgen studies. 

3. Respiratory function permitting not 
less than 30 per cent of normal vital capacity. 

4. Cardiovascular-renal function must be 
essentially sound. 

5. Age limit of 50 years is to be violated 
with considerable caution. 

PREOPERATIVE PREPARATION OF PATIENTS 

1. Thoracoplasty is scheduled to take place 
at the time the patient appears to be at the 
peak of improvement brought about by bed 
rest and measures of collapse therapy. Though 
inadequate in themselves, these expedients 
serve to bring about sufficient improvement to 
make thoracoplasty possible. It is to be pointed 
out that long delay under inadequate forms of 
collapse almost inevitably permits decline of 
the general condition and dissemination of the 
disease. 

2. All persons receiving this treatment are 
digitalized in order to counteract damage 
which must certainly be present after long pe- 
riods of toxic illness. This measure serves to 
improve the tone of the heart muscle in these 
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debilitated bed-ridden patients. 

3. Electrocardiograms and physical exami- 
nations are carefully recorded to determine 
gross cardiac lesions in order that patients 
with such lesions may not be subjected to a sur- 
gical disaster. 

4. Measured renal function must be within 
reasonably normal limits, and in cases of in- 
fection of a tuberculous kidney thoracoplasty 
is not attempted. Patients are taught the use 
of the urinal and bed pan prior to their em- 
barkation on the long surgical voyage. 

5. Preceding thoracoplasty, a diet high in 
carbohydrates is supplemented with solutions 
of glucose, given orally, to fortify the liver. 

6. For each and every operation the pa- 
tient is provided with a blood donor whose 
blood is typed and cross-matched. 

7. Anattempt is made to clear up any acne 
pustules over the site of the incision before the 
time for surgery arrives. The back is prepared 
with soap and water over a period of three 
days and finally given a sterile preparation 
with alcohol and ether and covered with sterile 
towels the night before operation. 

TECHNIC OF OPERATION 

In its present state thoracoplasty is a selec- 
tive procedure of from one to three or more 
operations or stages spaced at intervals of 
from two to three weeks. The uppermost ribs 
and transverse processes are removed subper- 
iosteally ; the extent of removal is gauged by 
the patient’s ability to withstand trauma and 
his requirements for collapse of the diseased 
tissues. There are refinements in the extent 
and design of the operation permitting a wide 
range of individualization to secure the twin 
purposes of, first, the production of adequate 
collapse, and second, the conservation of nor- 
mal, undiseased tissue. It goes without saying 
that failure in either of these fundamental as- 
pects may well be worse than no surgery at all. 

1. Cyclopropane, with proper electrostatic 
precautions, is the anesthetic of choice and was 
used almost exclusively in the cases included 
in this report. Other anesthetics are advocated 
and used successfully, but it is to be noted in 
passing that ether in any combination or form 
is contraindicated in pulmonary tuberculosis. 

2. A paravertebral incision curving around 
the dorsal border of the scapula is made for the 
first stage. The first three ribs and trans- 
verse processes are removed subperiosteally, 
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leaving intact the bone-forming membranes 
and intercostal muscles. This procedure may 
be modified to include the apicolysis of Semb 
with lung mobilization, or the myoplastic type 
of operation advocated by Butler; in either 
case the removal of transverse processes is not 
of paramount importance in these variations. 
The first rib must be adequately removed as 
it forms the curtain rod of the thorax on which 
hang the rest of the ribs, whether natural or 
regenerated, and failure to do so may defeat an 
otherwise successful operative result. The 
importance of the removal of adequate por- 
tions of ribs and transverse processes cannot 
be over-emphasized. It may even be necessar; 
to interpose an anterior stage for the removal 
of the anterior remnants of three or four ribs 
in cases of giant cavitation or unusually exten- 
sive (lisease. 

3. An interval of three weeks between 
stages was found optimum in this series of 
cases. Each subsequent operation after the 
first stage is planned and designed according to 
flat plate and Bucky roentgen findings ob- 
served following the preceding stage. The 
incision of the lower portion of the scar of the 
old wound and its extension curving down- 
ward into the posterior axillary line constitute 
the approach to the subsequent stages. The 
fourth, fifth and sixth ribs and transverse pro- 
cesses are removed at the second stage. The 
extent of the collapse produced, as defined by 
roentgenograms, determines the number of 
operations required to complete the closure of 
the cavity. It is interesting to note that in one 
leading clinic in this country there was a pro- 
gressive increase in the feature of cavity closure 
from 52 per cent in 1929 to 85 per cent in 1937 
with the mortality declining at the astounding 
rate of from 43.4 to 5.4 per cent. 

4. Careful hemostasis is maintained, and a 
Penrose drain is incorporated in each wound. 
POSTOPERATIVE CARE 

1. Postoperative care, as in the case of 
preoperative preparation, is as important as 
the operation itself and should be directed by 
the surgical staff in order to recognize compli- 
cations in time and thus avoid catastrophes 
often not apparent to others. 

2. Preventive treatment is the keynote i1 
coping with shock. Routine transfusion, to- 
gether with placing the patient in the Trendel 
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‘nberg position, is used after each stage. 

3. Oxygen at the rate of from four to six 
liters per minute by nasal mask or catheter is 
administered during the first twenty-four hour 
veriod, or longer as needed. 

4. Adequate intake of fluids is cared for 
parenterally at the outset by the use of intra- 
venous injections of glucose until oral toler- 
ance makes the maintenance of fluid balance 
pt ssible. 

5. In all cases of three stages or more the 
patient is placed on compression therapy in the 
form of a hard pillow as soon as possible after 
completion of the operation in order that his 
weight upon this hard pillow may produce as 
much compression of the newly formed ribs as 
possible, thereby improving the character of 
the collapse. In some cases surgical revision 
is necessary either because the original thoraco- 
plasty was improperly designed as to scope or 
hecause of the accident of delay, for some rea- 
son, between stages. 

RESULTS 

With the primary purpose of presenting 
thoracoplasty as a part of the integrated Sana- 
torium program, we submit a brief resume of 
the results obtained, in the form of a prelimi- 
nary study. The end results must be defined 
after a much longer period of observation 
since most of the thoracoplasties are not yet 
one year old. Of the 900 patients admitted to 
late, 6 per cent were nontuberculous; of the 
remainder 65 per cent received some form of 
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surgical collapse. In seventy of these cases, or 
7.7 per cent, the patients were treated by thora- 
coplasty. This major surgical procedure is only 
now assuming proportions of near equality of 
supply and demand after two full years in the 
process of establishment. 

Figure 1 illustrates the far advanced case 
of pulmonary tuberculosis with a giant cavi- 
tation. 

Figure 2 illustrates this case following three 
posterior paravertebral stages of thoracoplasty 
with a subperiosteal resection of the upper ten 
ribs and their transverse processes and a fourth, 
or anterior, stage at which the entire anterior 
remnants of the second, third, fourth, and fifth 
ribs were removed. 

Figure 3 is the Bucky film of the same case 
illustrating the important point regarding the 
detection of cavitation after thoracoplasty. In 
contrast with ordinary roentgen technic, as 
shown in figure 2, the residual of the cavity is 
still clearly distinguishable in this Bucky tech- 
nic and close examination reveals a clearly per- 
ceptible fluid level in the cavity itself. 

These illustrations also demonstrate the gen- 
eral points of basic interest which have been 


cited in the method of resection, stressing par- 
ticularly the removal of generous sections of 
the rib itself, and, as is clearly illustrated, there 
may be a residual even with most extensive 
removal of the transverse processes. ‘rom the 
standpoint of a clinical result this case is not a 











Fic. 3, CAsE I 


CASE I 
C. C., a white male, 32 years of age, was admitted 
Sept. 7, 1938. The first hemorrhage had occurred on Oct. 
15, 1933; the patient had continued to work hard until 
April 1939 in spite of repeated small hemorrhages. At 
that time he went to bed and remained there until ad- 
mission when he had full bath room privileges. Three 
posterior and one anterior stage of thoracoplasty were 
begun Oct. 12, 1939 and completed Dec. 15, 1939 with 
complete removal of the upper five ribs and transverse 
processes and generous resection of ribs 6, 7, 8, 9 and 10 
and transverse processes—illustrated by ordinary flat 
plate and by Bucky technic in figures 1, 2, and 3. 





Fic. 4, Case II 


THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


NuMBER 8 





Fic. 5, CAsE II 




















Fic. 6, Case II 


CASE II 

S. P., a white female, aged 23 years, was admitted 
Dec. 27, 1938; the onset of hemorrhage had been in 
February of 1937, the patient had been treated in a 
neighboring State with artificial pneumothorax begun in 
June 1937; and continued until the time of admission 
An apical cavity on the right had been present through- 
out. Right pneumothorax was established shortly afte: 
admission to the Sanatorium but the pleural space was 
found to be obliterated in an area described by the first 
rib. A two stage apicolysis and thoracoplasty, per- 
formed after a period of observation of approximately 
four months, was completed May 23, 1939 with the re- 
moval of generous segments of the upper six ribs; the 
angle of the scapula and the site of the new upper 
limit of the lung were established at the level of the 
sixth vertebral hody—illustrated in figures 4, 5, and 6. 
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typical example since it does not fulfill the three _ selective collapse. 
basic requirements, namel avi > : . : 
"$i , ely, cavity closure, Figure 5 represents the Semb modification 
conversion to negative sputum, and the elimi- . , , as 
aaiges eat, of thoracoplasty with apicolysis, applied in a 
nation of clinical symptoms. It does, however, iit in salt a i di 7 nal emniiite 
; : se in which six ribs w r 
stress the importance of postoperative com- ; : ee ee ae m 
with a portion of the scapula, to prevent its 


pression therapy, and it is hoped that by dili- ; ; . 
gently lying upon the hard pillow this patient locking behind the seventh rib and embarrass- 
ing the function of the shoulder girdle. Note 


may close the cavity in the course of time and 
thus successfully complete the case. that the apex was dropped to a new and lower 


Figure 4 represents a far advanced case of level. The cavity is closed and the relatively 
tuberculosis in which the lung is in need of a normal tissues of the lower lobe are preserved. 
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Straight Thoracoplasty, 70 11.4% 199 4.02% 
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Stage of Disease No. Cases 





Duration of 
Disease 
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Minimal a7 0 | 0 













Moderately Advanced | 8 11.5 3.95 years 













Far Advanced | 62 | 88.5 | 5.9 years 








IV—RESULTS IN DISCHARGED CASES 
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Discharged Classification | i “Sputum Cavity Absent 
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No. ~*° | Quiescent _| App. Arrested | —_— Negative by Bucky X-Ray 






















Straight inoue 7 2 5 | 5 or 71% | 7 or 100% 
Thoracoplasty and - | : as ae - | ~ ae | ; sidiiee mai 

_Apicolysis | aa _ 0 a 4 > 5 4 or r 100% 4 or 100% —_ 
Revision Thoracoplasty | 1 0 | 1 loa 1 or aded 1 or 100% 
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Patients in Hospital | 50 | 34 68 25 or 50% | 40 or 80% 
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SUMMARY 

1. A historical resume of thoracoplasty 
has been presented. 

2. <A general survey of the reported oper- 
ative results has been made. 

3. <A preliminary report of one phase of the 
surgical program at the State Tuberculosis 
Sanatorium has been offered for consideration. 

Note: We wish to acknowledge gratefully 
the valuable assistance of Dr. Kenneth A. 


Morris of Jacksonville in establishing the sur- 
gical program in the Florida Tuberculosis 


Sanatorium. 


State Tube rculosis Sanatorium. 


DISCUSSION 
Dr. Kenneth A. Morris, Jacksonville : 


This report seems to me to be most worthwhile and 
conservative. I am sorry that Dr. Kingsbury could not 
go into statistics a little more because | think there is 
real value there. 

In spite of the fact that this report comes from a new 
institution, the mortality figures will compare favorably 
with those of some of the oldest and best tuberculosis 
sanatoriums in the country. Few of you realize the tre 
mendous amount of work involved and the difficulties 
that were encountered. 

It is natural that at the start of this work only far 
advanced cases were admitted to the Sanatorium. Many 
of these cases did not meet the requirements for surgery. 
A good many of them had to have more extensive prep- 
aration before thoracoplasty could be carried out. The 
reason the mortality rate was so low was, I think, due 
in good part to the excellent postoperative and preoper- 
ative care they had. 

Shock can be expected in practically all cases. Not 
only may there be shock from the removal of bone, but 
an unusual form of shock is incurred when the trans- 
verse processes and heads of ribs are exposed because 
the sympathetic ganglia are traumatized. This shock 
can come on in two or three minutes. Practically every 
one of these patients is given a transfusion immediately 
after operation. 

For the success of thoracoplasty a great deal depends 
on the will to do enough surgery. One of the greatest 
factors causing unsatisfactory thoracoplasty is partial 
thoracoplasty. Insufficient rib resection and delay be- 
tween stages are factors. Too often an effort is made 
to save the patient further operation. Too often we 
perform what Dr. Kinsella has termed the almost com- 
plete operation. I learned this through bitter experience. 
Often the patients do require operation in the future, 
and the mortality in revision operations is very high. 

In May of 1938 Dr. Thompson asked me to help start 
the surgical work at the State Tuberculosis Sanatorium. 
When | started, I found that Dr. Kingsbury and Dr. 
Fowler knew much more about tuberculosis and surgical 
indications than I did. I learned a great deal from them. 
My contribution was chiefly in the way of a general 
surgeon. 

Now a word about the history of the surgical treatment 
of tuberculosis in Florida. In 1929, Dr. J. Knox Simp- 
son started a chest team in the Duval County Hospital, 
Jacksonville. Dr. Shaw, Dr. Limbaugh and I were mem- 
bers of that team. I remember the first thoracoplasty 
we did, the first in Florida. Dr. Simpson performed 
that operation, and | had the pleasure of helping him. 
I remember how delighted we were when we were able 
with much difficulty to remove one fourth of an inch of 
the first rib. Now. of course, no one is satisfied unless 
he removes all of the first rib and practically all of the 
second. This patient, incidentally, was alive last year, 
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and I beiieve is still alive today. 

It is a pleasure to watch this work grow. We should 
all be proud of the State Tuberculosis Sanatorium at Or- 
lando and the fine work done there. 


Dr. Duncan McEwan, Orlando: 


I well remember when Dr. Pol Coryllos came to this 
country and started his work in chest surgery and thora- 
coplasty. At that time he was working at Bellevue 
Hospital where he did some radical surgery. He did it 
all at one stage, taking out eight or ten ribs, and the 
patients would promptly die. But his experiments and 
the experiments of others in that line went on to de- 
velop chest surgery until today we have the results which 
Dr. Kingsbury and Dr. Fowler have reported from our 
own State Sanatorium. They have shown us what can 
be done with the patients having far advanced tubercu- 
losis. They have emphasized, as Dr. Morris did, that 
adequate surgery has to be done. Their figures show 
that when the resection operations are insufficient, then 
mortality goes up. So I think that all of us interested 
in chest surgery have learned to do a little more than 
is really indicated rather than too little. In the cases 
where we do too little we have a return of symptoms 
and poor results. 

I think we should emphasize to the doctors of the state 
the importance of the progressive work in tuberculosis 
that has been done at our State Sanatorium As Dr. 
Kingsbury reported, it is too bad that so many far ad- 
vanced cases have been sent there and such a high percent- 
age of these cases have to have thoracoplasty. We should 
make a better effort to get these cases early, make an 
early diagnosis, and send the patients in as soon as pos- 
sible to the Sanatorium: then a simpler means of collapse 
can be used. Many of these cases would not have to 
come to thoracoplasty. 

I have certainly enjoyed this paper. We have been 
shown that even in these far advanced cases, with the 
careful and excellent surgery being done at the State 
Sanatorium, the patients can be returned to their com- 
munities as well. The cavities are closed, and they can- 
not spread the disease. Many persons have erroneous 
ideas when they look at roentgenograms of these patients 
and think that they will come back misshapen and crip- 
pled. I am sure, as you see them return to the commun- 
ity, you will realize that this is not true. Even when 
nine or ten ribs are removed, they come back afterward, 
and you have no idea that any such radical procedure 
was done. I think it well to remember this in our effort 
to help stamp out tuberculosis in the state of Florida. 
Dr. Fowler (concluding) : 

I should like first to thank Dr. Morris for his contri- 
bution to the Sanatorium and his patient help in aiding us 
to institute an adequate surgical program. 

Now, the purpose of this paper is not to sell the Sana- 
torium to the medical profession at all, but to show the 
profession what is being done to its patients when they 
come to the Sanatorium for treatment. These patients 
as you undoubtedly know, have been sick for a long, long 
time. A big majority of them have had some form of 
collapse therapy, that has failed. Assuming that these 
measures have failed and that the patient is to be sent to 
the Sanatorium, he tells his physician he wants to know 
what is going to happen to him when he gets there. The 
primary function of this paper is to let you know what 
is happening to these patients and what you may expect. 
We also tried to impress on you that the risk of thora- 
coplasty is not greater than from other procedures car- 
ried out at other hospitals. 

I should also like to impress on you that these patients 
who have been critically sick for a number of years are 
apt to have a weakened heart. When you take into con- 
sideration the fact that the heart, overburdened for a 
long time, is embarrassed further by collapse of an entire 
lung, cutting down the pulmonary circulation by one half, 
you must realize that these patients have to be studied 
and carefully watched from a cardiac point of view to 
prevent failure of the right side. We very often digi- 
talize these patients so that we will have a reserve to 
work on, because the disease has taken up much of their 
cardiac reserve. 
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There is another factor of possible interest to the pro- 
fession as a whole. When a person has had tuberculosis 
for a number of years and has been treated in first one 
place and then another, you have to consider this patient 
as having chronic tuberculosis. If you feel that nothing 
more can be done, it probably is a good policy to interest 
him in consulting a competent chest surgeon to see if 
something cannot be salvaged in that particular case. 

I should like to emphasize also, as Dr. Morris brought 
out, the embarrassment to the sympathetic nervous sys- 
tem. I have seen this in numbers of cases when there is 
a large amount of trauma over this system. We apply 
a sponge soaked with novocain to prevent extreme shock 
from embarrassment of the sympathetic nervous system. 

We hope eventually to show the entire program of 
collapse therapy. 

Dr. Kingsbury (concluding) : 

We wish to thank Dr. Morris and Dr. McEwan for 
their very timely remarks. There are so many ramifi- 
cations in this problem both from the standpoint of the 
patient himself and from the technique of surgery that 
we could go on indefinitely. 

In passing, I should like to extend to every doctor in 
Florida a hearty invitation to come to the Sanatorium 
and see what is happening to the patients. 

I thank you. 





CHRONIC EMPYEMA 


John W. Snyder, M. D. 
Miami 

It is quite evident that if all factors which 
delay or prevent healing during the acute stage 
of pleural empyema could be recognized and 
obviated there would be no chronic empyema. 
The development of chronic empyema tends 
to leave the surgeon in a particularly exasper- 
ated and almost hopeless state of mind. He has 
found that resection of a rib and dependent 
drainage effect a cure in most instances, but 
that, unfortunately, in spite of careful treat- 
ment, the condition will occasionally lapse into 
a chronic state or recur after apparent cure. 
The question naturally arises: why the excep- 
tion and how can it be prevented from occur- 
ring? 

It must be admitted that the cause may be 
obscure and, if recognized, difficult or impos- 
sible to remove. In most cases, however, the 
cause can be diagnosed and its early removal 
will more readily effect a cure than will subse- 
quent treatment of a chronic condition. 

One of the most obvious causes is the phy- 
sician’s failure to recognize the presence of a 
pleural empyema. Curiously enough, such an 
<ffusion may be present for weeks or months 
‘hough the patient has little fever and only a 
tacking cough. In the usual case the pus in 
ime erodes the visceral pleura and evacuates 


Read before the Sixty-Seventh Annual Meeting of the 
Florida Medical Association, held in Tampa, April 29, 
30 and May 1, 1940. 
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through the bronchial system. Such an 
anomaly is often wrongly diagnosed as lung 
abscess, and treatment is ineffectual until the 
condition is recognized as empyema with bron- 
chial fistulae. Late surgical drainage in such 
cases is of doubtful effectiveness in closing the 
cavity although it promptly stops the purulent 
expectoration and permits marked improve- 
ment in the general status of the patient. Some 
type of plastic will usually be necessary before 
the cavity can be closed. Smaller pockets of 
pus may readily escape detection, particularly 
if they are interlobar or situated close to the 
mediastinum or the diaphragm. The physi- 
cian’s suspicious nature and the free use of the 
x-ray are the best safeguards against such an 
occurrence, 

In many cases what may appear to be a per- 
sistent chronic empyema is only a fistula with- 
out a true empyematic cavity at its termina- 
tion. Several explanations as to why the fistula 
has not healed are possible. Dense scarring of 
the walls of the fistula and a gradual growth of 
epithelium into the sinus may prevent healing. 
Again, osteomyelitis of a rib or deeply infected 
granulation tissue may maintain the fistula. 
Radical dissection of such a sinus with removal 
of all involved ribs is usually a short cut to cure 
since the patients are no longer seriously ill and 
can readily undergo such a minor procedure. 

The difference between a chronic empyema 
and a persisting fistula is largely one of size, as 
the two conditions represent different stages of 
the same process. In empyema we have to deal 
with a real cavity which may be small or so 
large as to occupy the greater part of the 
thorax. It may open directly to the exterior or 
only by a narrow tortuous sinus. The amount 
of discharge may be great or small, depending 
largely on the size of the cavity. The natural 
query is: why has such a cavity not closed? 
There are several explanations. 

The most common reason is that contracture 
or near closure of the drainage opening has 
taken place. As the opening closes smaller and 
smaller tubes are used for drainage until, 
finally, either no tube can be introduced, or the 
one which will pass is too small to carry off 
the secretions effectually. An error frequently 
made is that of considering a cavity clean when 
the purulent discharge ceases and then of with- 
drawing the tube to permit the cavity to heal. 
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Such a procedure courts disaster. At the in- 
ception of surgical drainage a generous opening 
should be made by resecting two or more 
ribs. an] the intervening intercostal muscles. 
A large opening should be maintained until 
only a fistula is left and this in turn should be 
made to heal from the bottom by very gradually 
shortening the tube as healing occurs. Such a 
course of treatment will often obviate the de- 
velopment of chronic empyema. 

Whether rib resection and open drainage for 
acute empyema is proper or preferable cannot 
be considered in this discourse. I employ the 
closed type of drainage wherever possible and 
use the open type of drainage mainly when con- 
tending with bronchial fistulae or other com- 
plications. The important point is to deter- 
mine how best to attain adequate drainage of 
the purulent collection. 

Experience has shown that the costophrenic 
angle becomes obliterated early so that the floor 
of the empyematic cavity is found opposite the 
eighth or ninth rib. Drainage below this level 
will therefore be obstructed by the diaphragm, 
and above this level may be inadequate. In 
event of poor drainage this factor should be 
considered. In instances of encapsulated em- 
pyema, drainage must be established wherever 
pus is found though the point of drainage may 
not be ideally located. 

Pockets and recesses may be closed off by 
the expansion of the lung or by pre-existing ad- 
hesion and in this state are responsible for con- 
tinuation of the infection in the main cavity as 
well as for recurrence. Sometimes these pock- 
ets break spontaneously into the main cavity, 
while in other instances a search must be made 
for them. On the other hand, separate 
empvematic cavities may exist which appar- 
ently at no time communicate with the main 
cavity. Free use of the x-ray an: the aspirat- 
ing needle will aid greatly in locating the 
pockets as physical signs are notoriously un- 
certain. 

Residual infection in the pleura or minute 
abscesses between the healed pleuras may pro- 
duce a recurrence months or years after the 
empvema has apparently become completely 
healed. 

The most common of 
empyema is the existence of a rigid unyielding 
cavity. In such instances the pleura may be Y2 
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inch (1.27 cm.) in thickness. At times the 


cavity may also be lined with flakes of calcar- 


Fig. 1. Chronic empyematic cavity extending from 
apex to base with multiple areas of calcification in the 
walls. 
eous material, and although Nature has done 
her best to close the cavity by drawing in the 
chest wall and elevating the diaphragm, the 
walls are so rigid that defeat is inevitable. 

In ordinary empyema the fluid forms slowly 
and as it compresses the lung, adhesions form 
about the periphery to the chest wall. When 
the fluid is evacuated the adhesions develop 
further, gradually approximating the visceral 
and parietal pleuras, toward the point of drain- 
age. Pneumothorax, by contrast, represents a 
collapse of the lung without limiting adhesions 
rather than a compression. This condition oc- 
curs in early drainage of streptococcic em- 
pyema before adhesions have formed. It re- 
sults in a totally collapsed lung, which of itself 
has little tendency to expand; the powerful 
healing force of visceral parietal adhesions are 
absent. In the early stage of the disease some 
type of closed drainage may effectually expand 
the lung but when the condition has become 
chronic radical operation aimed at obliteration 
of the cavity is indicated since the lung will not 
expand. 
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Tuberculosis will be found to be the cause 
if a certain number of chronic empyemas. 
While healing can be obtained by the usual 
neasures employed, special attention must be 
xiven to the general physical status of the pa- 
ient. The most serious state possible in a tu- 
berculous patient is that of open pneumothorax 
with a totally collapsed lung. Under such con- 
ditions a total thoracoplasty of the involved side 
is the only possible method of cure. 


The presence of foreign bodies, such as lost 
drainage tubes, bismuth paste or fragments of 
ribs is readily recognized as prolonging drain- 
age. 

The presence of chronic empyema is usually 
self evident. The type of infection should be as- 
certained by examination of the discharges and 
by biopsy of the abscess wall if desired. Care 
should be taken to eliminate tuberculosis and 
inore particularly actinomycosis as etiologic 
factors. The latter may mask as a simple in- 
fection which refuses to heal until a general 
systemic invasion awakens the attendant to the 
more serious nature of the process. Finally, an 
undrained empyema, discharging pus by way 
of the bronchial system, can escape detection 


Fig. 2. Cavity unroofed and healed by plastic. Tip of 
apula has been removed. 
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for long periods under the diagnosis of lung 
abscess. 

The physical wreckage presented by the 
average patient with chronic empyema is quite 
remarkable. Anemia is often extreme, there 
is loss of weight, weakness, pain and dyspnea; 
and the patient is truly miserable. If bronchial 
fistulae are present he may, in addition, be rais- 
ing large quantities of foul pus. Clubbing of 
fingers and arthritis are observed in some in- 
stances. 

The first objective is to provide adequate 
drainage and toeradicate sepsis. Theelimination 
of septic absorption by drainage and antiseptic 
irrigation, and the administration of rest, food, 
tonics and transfusions will speedily change a 
frail, dyspneic, toxic person to one of compara- 
tive health and well being. Only when this state 
has been reached and a relatively clean cavity 
attained should anything more of a surgical 
nature be contemplated. Surprisingly enough, 
under this regime the lesion will occasionally 
heal and require nothing further. 

The surgical approach should be preceded 
by a survey of the field as a local problem. 
Roentgen studies, made after the cavity has 
been injected with opaque media, aid in deter- 
mining the extent of the cavity and its location. 
The general plan of procedure should be deter- 
mined beforehand and carried out with dis- 
patch. Each case is an individual problem, to be 
solved as such, and well merits careful consid- 
eration before a definite decision is made. 

In general, two plans are available. One is 
decortication of the lung, in which the visceral 
pleura is severed from the lung surface. This 


permits the encased lung to expand and fill the 
Decortication is usually 


empyvematic cavity. 
performed only in the subacute types of 
and sudden 
shock may occur and bronchial fistulae are 
frequent sequellae. Most tend to 
avoid decortication feeling that it is too dan- 
gerous although, theoretically, it is the ideal 


empyema. Sharp hemorrhage 


surgeons 


procedure. 

The second type of treatment is that of 
collapse, in which the chest wall is brought 
down to meet the lung. The application of 
plastic closure and collapse measures can be 
best illustrated by two cases which presented 
distinctly different problems and different 
methods of surgical treatment. 
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Fig. 3. After injection of opaque media the cavity is 
outlined, demonstrating a large pneumothorax and 
collapse of the ling. 


REPORT OF CASES 

Case 1. Mr. S. B., 46 years of age, sustained a crush- 
ing injury of the left side of the chest during September, 
1926. A few days after removal to the hospital fever 
developed which was treated as malaria for a five weeks’ 
period. A roentgenogram of the chest at that time dis- 
closed density over the left side which proved to be due 
to the presence of pus; a rib resection and tube drainage 
were carried out. After drainage for five or six months 
the tube accidentally slipped out and could not be replaced. 
During the following month the drainage tract closed 
and the patient considered himself cured, although he 
never quite returned to normal health. 

In 1936 a cough developed, as well as fever, weakness 
and sweats. The cough finally became productive, large 
amounts of pus being expectorated. This condition con- 
tinued until the patient’s admission to the hospital in May, 
1939. The cough was then so bad that he obtained very 
little sleep or rest at any time. He was thin, anemic and 
toxic, and had a constant hacking productive cough. 

A roentgenogram of the chest (Fig. 7) was interesting 
as it showed the empyematic cavity extending from apex 
to diaphragm, with multiple areas of calcification in the 
walls. 

Our first problem was to improve the patient’s nutri- 
tion, increase his resistance and combat the toxemia. 
Adequate drainage was most important and this was pro- 
vided by the resection of three ribs and removal of the 
intercostal muscles and thickened pleura. The productive 
cough ceased almost at once. General improvement was 
aided by blood transfusions, iron administration, irriga- 
tion of the cavity with Dakin’s solution, and by good 
nursing care. 

One month later he was ready for a more serious at- 
tempt at closing the cavity. At that time the previous 
incision was extended upward along the vertebral border 
of the scapula. The scapula was drawn forward and 
segments of five ribs together with intervening muscles 
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and parietal pleura were resected, completely unroofing 
the upper two-thirds of the cavity. Bronchial fistulae 
found at the previous operation were seen to be closed 
All calcium plaques remaining were removed from the 
walls of the cavity thus exposed and finally a long ped- 
icled skin graft was taken from the edges of the wounc 
and sutured to the apex and bottom of the cavity. Fortu- 
nately this healed well and the upper two-thirds of the 
cavity was soon well covered with epithelium. 

Later, at a third operation, the lower portion of the 
cavity was unroofed by resection of portions of several 
ribs which were fused into one compact mass. The pleura 
was again 4 inch (1.27 cm.) in thickness and covered 
with calcium plaques. It was decided to attempt closure 
of the lower cavity with muscle implants rather than with 
skin, in the hope of decreasing the size of the residual de- 
fect. It was found that muscle and skin flaps could be 
freed from about the wound and sutured into the cavity 
with little difficulty. In this way the extent of the defect 
was much reduced. Healing was not as rapid as with 
skin flaps alone but, all in all, it was reasonably satisfac- 
tory. Finally, as the cavity healed, motion of the scapula 
became quite limited and painful. To remedy this condi- 
tion and to permit free shoulder motion the lower one- 


Fig. 4. Lateral view showing the lower limits of th 
cavity. 


half of the scapula was resected. 

Today the patient has free, painless use of the arm, < 
healed cavity, (Fig. 2) no cough, and a fair degree 01 
health. 

Case 2. Mrs. P., aged 33, contracted influenza witl 
pleurisy and pneumonia in December, 1928. In February 
1929, empyema was diagnosed and a rib was resected t 
permit drainage. In three weeks drainage had ceased, the 
tube was removed and the wound permitted to heal. 

In 1933 fever developed as well as a cough which at 
first was dry but later became productive of foul sputum 
The condition was diagnosed as tuberculosis and the 
patient was so treated for several months. Later aspira 
tion of the chest disclosed pus, and drainage by tube was 
instituted. In two weeks the drainage ceased and thx 
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ube was removed. 

In 1935 the old scar became tender and tense. A small 
ncision in the scar drained pus freely. The patient was 
idmitted to the hospital one month later, when the scar 
was excised and improved drainage provided. Her next 
idmission was in January, 1939, at which time a rib was 
resected and tube drainage again established. 

She was again admitted to the hospital in May, 1939, 
when I saw her for the first time. Weakness and anemia 
were so pronounced that she could not stand. Hemo- 
globin was 40 per cent and the red cell count 1,890,000. 
\Without using anesthesia the old sinus was dilated and a 
catheter introduced into the pleural cavity. Irrigations 
with a dilute solution of sodium hypochlorite at two hour 
intervals, and four blood transfusions restored her 
strength and vitality very rapidly. Nothing more was 
attempted at this time and the patient was sent home to 
continue irrigations and other measures. Roentgeno- 
grams (Figs. 3 and 4) disclosed an almost complete col- 
lapse of the lung and a large pneumothorax cavity at the 
apex. It was felt that thoracoplasty would be the only 
means of closing this extensive cavity. 

The patient returned in October, much improved in 
health, and the first stage of a thoracoplasty was carried 
out. The first 5 ribs were resected, taking generous por- 
tions of each rib. An attempt was made to free the pleura 
from the chest wall and depress it toward the hilus as 
in an extrapleural pneumolysis, but the pleura seemed so 
thick and adherent that this could not be done. Conva- 
lescence was uneventful except for the development of 
traumatic paralysis of the right arm due to the patient's 
lying on that limb during the operation. 

She returned in February, 1940, the arm fully recovered 
and in excellent condition. Irrigation of the empyematic 
cavity through the catheter in the old sinus had, of course, 
continued during this entire time. 

Roentgenograms of the chest were interesting in that 
they showed the collapse actually present was much 
larger than that seen soon after operation. Nature seems 





Fig. 5. Collapse of the chest wall and closure of the 
avity effec ted by thoracoplasty. 
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to aid our efforts if we but give her a chance. 

The next step of the collapse program consisted in 
reopening the healed incision and entering the subscapular 
space. The regenerated ribs were resected and the stumps 
of those previously removed were further shortened. At 
one point the empyematic cavity was accidentally pene- 
trated and the roof of the cavity was therefore removed 
exposing the upper two-thirds of the cavity. At this stage 
the patient ceased to do well and the operation was 
terminated by packing the cavity with gauze. The gauze 
was removed in a few days and a catheter inserted for 
irrigation. 

A final operation four weeks later disclosed that the 
upper cavity, which was unroofed at the last operation 
had become largely obliterated and, strangely enough, the 
lower cavity, which was the object of this last procedure, 
was likewise obliterated. Not only had the cavities 
largely disappeared but the remaining walls were par- 
ticularly clean so that nothing further surgically was 
necessary. (Fig. 5) A search was made for any hidden 
cavity or persistent sinus but none could be found. Again 
we can observe that Nature aids if we but give her a 
chance. 


402 Huntington Bldg. 
DISCUSSION 
Dr. Leland Carlton, Tampa: 


Dr. Snyder has covered the subject so thoroughly that 
there is little room for discussion. 

We are fortunate here in Florida in that we have but 
few cases of chronic empyema. Empyema is a condition 
that not many surgeons enjoy meeting. I feel that cor- 
rect handling of acute empyema will be of invaluable aid 
in combating chronic empyema. However, after a well 
planned operation during the acute stage as well as 
scientific treatment, fistulae and sinuses may persist. 

Patients with chronic empyema are not good surgical 
risks ; a long period of absorption from the encapsulated 
pus, anemia which almost always accompanies this condi- 
tion, and tachycardia, are things which must be combated. 
The patient must be built up by transfusions and fre- 
quently minor drainage procedures with Dakin irrigations 
are necessary in order to prepare him for the more radi- 
cal operative procedure. 

Each individual case presents its own problems, and 
here one finds roentgen studies, aspirations and broncho- 
scopic examinations the most valuable aid in the correct 
handling of the case. A physical examination by percus- 
sion and auscultation is not to be relied upon because of 
the thickened pleura and the probable pus pocket forma- 
tion. 

Chronic empyema confronts the surgeon with the task 
of either attempting to bring the lung out to the chest wall 
or of collapsing the chest wall to make a closed space 
around the collapsed lung. In acute empyema the lung 
is compressed, whereas in chronic empyema it is collapsed. 
In either case, however, if the lung is allowed to remain 
compressed or collapsed long enough, adhesions form 
which prevent it from expanding to its normal capacity. 

Nature has proved a great aid to mankind, but in 
empyema with its attempt to wall off cavities by adhesions, 
it has caused multiple abscesses to form which have 
proved themselves very difficult of treatment at times. 

There is no one operative procedure which is applicable 
to all cases of empyema. One has to study each individ- 
ual case and apply the treatment most suitable for that 
particular case. Some require only drainage with sterili- 
zation of the cavity; others rib resection; others more 
radical thoracoplasty with an attempt to close the cavity ; 
and still others require more radical plastic surgery. 

Thoracic surgery has made great advances in the past 
few years, and the method of approach is quite different 
from what it once was. Chronic empyema gives the sur- 
geon time to prepare his patient, and to study the con- 
dition more thoroughly. With the added knowledge he 
now has, the chances of cure are much greater. 
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Dr. Kenneth A. Morris, Jacksonville : 

For many years after the World War we used to ob- 
serve quite a number of patients with chronic empyema, 
and some of those we see today are the ones who were 
treated for empyema while in the Service. 

In the early years of the World War many of these 
patients were operated on early, before the pus was thick 
and adhesions had formed. Immobilization of the lung 
and the mediastinum was not established and cellapse of 
the lung occurred due to open pneumothorax. Some of 
these patients went around for years afterward with 
large cavities and draining sinuses. 

I wish to express my admiration for the way Dr. 
Snyder is handling these chronic cases. Some of them 
are like those we saw in the World War victims. I re- 
member one case where streptococcus was found in the 
cavity fifteen years after the acute streptococcic empyema. 
One other type we see is due to inadequate drainage. This 
sounds like a simple thing but it is important. I have 
seen two children recently who had chronic empyema 
with cavities simply because drainage was done about 
three rib levels above the floor of the cavity. 

Dr. Snyder mentions the fact that drainage should not 
be done at the angle where the diaphragm meets the ribs. 
This is a point I have not always observed, but it seems 
to be important. 

At the Duval County Hospital we have adopted a 
method of treating chronic empyema in which we do not 
remove the tube until the cavity measures 1 or 2 cc. It is 
difficult to get the interns to keep from removing the 
tube too early, which frequently causes the wound to heal 
before the infection has cleared up. 

I have enjoyed this paper very much. 


Question from the floor: 

I would like to ak Dr. Snyder if in his opinion chronic 
empyema is the result of an inadequate drainage or is 
there something else which can be done to prevent cavity 
formation, pocket formation and _ fistulae in acute 
empyema. 


Dr. Snyder, (concluding) : 


The last question is a hard one to answer. 
carefully avoided discussing the treatment of 
empyema because it is a chapter in itself. 

The main objective in acute empyema is to establish 
proper and adequate drainage so that the cavity may have 
an opportunity to clear. There are, of course, many 
pitfalls. One seldom considered in the closed type of 
drainage is the too sudden withdrawal of pus in large 
quantities. This may cause adherence of the lung to the 
chest wall, leaving residual pockets of purulent material 
behind the adhesive barrier. Expansion of the lung 
should be gradual, accompanied by mild antiseptic ir- 
rigation so that when lung and parietal pleura come in 
contact adhesion can take place in a relatively clean field, 
leaving no residual pockets or infected pleura behind, 
from which recurrence may take place. There are, of 
course, other dangers to avoid and various measures to 
expedite healing all calling for rather personal attention 
on the part of the surgeon. 

I would like to emphasize one point relative to the 
treatment of chronic empyema. Each case is a separate 
individual problem and must be considered as such. After 
a decision is reached as to what the objective should be 
and what plan should be followed, the execution of such 
a plan should be-carried out with promptness and precis- 
ion. 


I have 
acute 
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TREATMENT OF NEISSERIAN 
ARTHRITIS WITH SPECIAL 
REFERENCE TO INTRA- 
DERMAL THERAPY 
T. Hartiey Davis, M. D. 
Bradenton 


There is probably no disease condition for 
which more numerous and varied forms of 
treatment have been devised than the metastatic 
joint involvement of gonococcal urethritis and 


vaginitis. This fact gives evidence that satis- 
factory results have not been obtained from 
most of these methods. 

When sulfanilamide was first introduced it 
was thought to be a panacea for all coccus in- 
fections, and rightly so in most cases. It was 
used in the treatment of gonorrheal arthritis 
but with disappointing results. Before the ad- 
vent of the sulfanilamide group, the various 
methods employed in the treatment of this 
dreaded complication brought siow recovery, 
and failed to relieve pain and long periods of 
disability. Also there was frequent per- 
manent disability due to actual ankylosis or to 
impaired function of the affected joints. Of 
these various methods used in the treatment 
of gonorrheal arthritis the following have been 
emphasized by different observers’: stock 
vaccines, filtrates, autogenous vaccines, in- 
travenous injection of autogenous synovial 
fluids, foreign protein therapy, convalescent 
serum, injection of the seminal vesicles and 
prostate with iodine and other chemicals, deep 
roentgenotherapy, and operative treatment. 
All have been used with occasional striking 
success, but in most cases the results have 
been disappointing. 

Hedrick’ recommended the combination of 
hyperpyrexia by diathermy, insufflation of the 
affected joint with air, and the intravenous in- 
jection of ammonium  iodoxy _ benzoate 
(Amidoxyl]) ; in severe cases the limb was im- 
mobilized by plaster jacket. When he used this 
method the average duration of the arthritis 
was six weeks after institution of treatment. In 
his series of 22 cases, 11 patients were treated 
by his favored method, with the following re- 
sults: 40 per cent were cured, 40 per cent 
showed improved, 20 per cent became anky- 
losed. 


Read before the Alachua County Medical Society, 
Gainesville, January 10, 1940. 
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Of the remaining 11 patients, for whom 
neither amidoxyl, insufflation nor hyper- 
pyrexia were used, 30 per cent showed no im- 
provement, 10 per cent suffered recurrences, 
20 per cent became ankylosed, and 40 per cent 
showed only slight improvement. 

Rombold’ recommended prompt. surgical 
drainage of the affected joint in instances in 
which there is not a great amount of severe 
pain and in which but a single joint is in- 
volved; for patients with much pain and mul- 
tiple joint involvement, he advocated fever 
therapy. He recommended sulfanilamide by 
mouth but stated that one may expect a pro- 
tracted sickness with a convalescence fre- 
quently prolonged over a period of some 
weeks. 

Thomas’ stated that fever therapy is the 
best form of treatment for a patient having a 
gonococcic infection with a metastatic involve- 
ment. 

Goldey* pointed out the value of autoserum 
therapy, that is, the giving of a patient's own 
blood serum intravenously, the serum having 
been previously extracted and treated by heat. 

Hench’ wrote that fever therapy is the 
method of choice and in any case of acute 
gonococcal arthritis it should be promptly in- 
stituted. He obtained cures in 88 per cent 
of the acute cases and in 43 per cent of the 
chronic cases. Combining all patients treated, 
chronic or acute, 69 per cent were cured. 

Bierman and Levenson’ recommended 
combined systemic and local heating as the 
most effective means of combating this com- 
plication of gonorrhea. 

Meuther and Andrews’ reported excellent 
results in the treatment of gonococcal arthritis, 
by use of neoprontosil tablets by mouth in com- 
bination with typhoid vaccine intravenously. 
The dosage of vaccine was graduated accord- 
ing to the febrile response. They began with 
a dose of ten million organisms and increased 
the dosage daily until reactions became severe. 
They then increased the interval between in- 
jections. In control cases neoprontosil alone 
was used followed by vaccine alone. Finally, 
when no marked response was noted, the two 
were used together. The vaccine used in this 
series, as stated above, was for the purpose of 
producing fever, so this method combined 
hyperpyrexia and neoprontosil. These authors 
stated that this combined method reduced the 
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average hospital stay of 8 patients about 50 
per cent and also relieved pain within twenty- 
four hours. They divided cases of gonoccocal 
arthritis into four types (1) mild and transi- 
tory, (2) acute monarticular, (3) migratory, 
and (4) chronic deforming. 

During the past two years I have treated 
16 patients with gonorrheal arthritis. Of 
these, according to the classification just men- 
tioned, 1 was type 4 (chronic); the others 
were all type 2 (acute monarticular). In the 
one chronic case the treatment used was sul- 
fanilamide tablets given by month, 40 grains 
a day for ten days. The knee joint had to be 
aspirated on three successive days. The patient 
was also given gonococcus filtrate in the usual 
dosage. He remained in bed for six weeks, 
and was cn crutches for another month, then 
walked with a cane for three months. 


All of the remaining 15 patients in this series 
had the gonococcus organisms demonstrated 
in urethral or vaginal smears. Patient 
No. 1 of this series of 15 had acute gonorrheal 
vaginitis, salpingitis and urethritis with a 
metastatic arthritis of the ankle joint. The 
patient was given 40 grains of sulfanilamide 
daily and after two weeks of this treatment 
such marked cyanosis and distressing dyspnea 
developed that the drug had to be discontinued 
before satisfactory subsidence of the infection 
had taken place. The cyanosis did not disappear 
until after the drug had been discontinued for 
two weeks and then-only after three blood 
transfusions of 500 cc. each had been given. 
Following two months in bed, however, the 
patient did finally recover from her primary 
and from her metastatic troubles. 

Patient No. 2 had knocked about from 
pillar to post. He had been treated by various 
and sundry methods, including vaccines, 
filtrate, fever therapy, typhoid vaccine intra- 
venously, and a number of compounded medi- 
cines by mouth, but he still had urethritis and 
a painful wrist, which was swollen to about 
twice normal size, perceptibly reddened and 
hot to the touch, but without fluctuation 
evident by palpation. Prior to the time I saw 
this patient, I had used gonococcus filtrate for 
gonorrhea, with partial success in a few cases 
but with little success in most. I had read that 
there was some not-well-understood virtue in 
giving the filtrate between the layers of the 
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skin and had, therefore, decided to try neo- 
prontosil solution in this manner, that is, intra- 
dermally, for gonorrheal arthritis. In the case 
just mentioned treatment was begun by giving 
Y% cc. of neoprontosil daily and increasing the 
dosage each day until response became notice- 
able, which was in about one week after the 
initial dose. At this time the dose was 2 cc. 
daily and the patient had begun to notice sub- 
sidence of pain and of swelling. At the end 
of the second week, during which period 2 cc. 
of neoprontosil was given daily without in- 
creasing the dose, the wrist was without pain 
and had returned almost to its normal size, but 
it was somewhat stiff and still tender. The 
patient completely recovered after three weeks 
of treatment. 

Patient No. 3 was an automobile me- 
chanic who had an ankle involvement follow- 
ing three months of interrupted treatment for 
gonorrheal urethritis. He, like patient No. 2, 
lost his pain and swelling after a week of daily 
intradermal injections of neoprontosil solution. 


Patient No. 4, a negro man, after one week 


of urethral discharge became afflicted with ex- 
cruciatingly painful arthritis of the shoulder 


joint. Within twenty-four hours after the 
first injection of neoprontosil the pain was en- 
tirely relieved. Two other patients of this 
series experienced relief of pain within forty- 
eight hours after the initial injection. 

The remaining eleven patients of this series 
each had one joint involved. They were all 
seen at the onset of the joint involvement and 
daily injections of neoprontosil solution were 
given. In each of these cases pain began to 
subside during the second day of treatment and 
the average loss of time from work was ten 
days. 

In these cases injections were made near 
the site of the infected joint. Whether this 
had any bearing on the effectiveness of the 
procedure is not known. It might appear that 
2 cc. is an enormous quantity of foreign 
material to inject intradermally but actually 
this amount of neoprontosil solution can easily 
be given in four to five wheals with little dis- 
comfort and with no damage to the skin. The 
red discoloration of the skin at the site of the 
wheal disappears within forty-eight hours. 

I believe that the prompt relief of pain is 
due primarily to some mechanism in the in- 
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tegument, set into action by the intradermal 
use of this drug, and not to the dosage, for 
the following reasons: (1) The first 3 patients 
treated by this method were given 2% per cent 
solutionand the remaining patients wereall given 
5 per cent solution, but the results were the 
same when the optimum 2 cc. of either solution 
was given. (2) The average dose of sul- 
fanilamide by mouth is 40 grains daily, where- 
as, by this injection method the patient gets 
only 14% grains a day from the 5 per cent 
solution and only 34 grain from the 24% per 
cent solution; nevertheless, he experiences far 
more rapid relief. The promptness of relief 
from pain and of subsidence of swelling in all 
cases proved to be directly proportional to the 
promptness with which treatment was started 
after the patient first noticed joint involvement. 

In conclusion let us compare the results ob- 
tained in this series to those reported in the 
literature for other methods used in the treat- 
ment of gonorrheal arthritis. The highest rate 
of recovery claimed for acute cases was 88 per 
cent obtained by fever therapy. In the hands 
of any but experienced physicians this may 
prove a dangerous undertaking; furthermore, 
the aged and the debilitated can not be given 
fever therapy without great hazard. 

In my series (in which treatment consisted 
of intradermal injections of neoprontosil 
alone) there was 100 per cent recovery, no 
ankylosis, no evident joint destruction, and no 
recurrence; the average loss of time from 
work was ten days. 

I realize that the clinical material recorded 
in this series is inadequate for a finished treatise 
on the subject but I feel that with this much 
smoke there must be a little bit of fire. I do not 
contend nor believe that this method will cure 
every patient with gonorrheal arthritis in ten 
days, but the results obtained in this series 
are so convincing that I feel this method merits 
a trial in every case, especially in view of its 
simplicity of procedure and its freedom from 
danger. If the patient is seen before there 
is damage to cartilage or impairment of joint 
function, when rapid and marked relief of pain 
and speedy restoration of function in the af- 
fected joint are possible, this method is cer- 
tainly worth trying. 

Definite knowledge of the mechanism by 
which intracutaneous therapy operates re- 
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mains nebulous and, likewise, it is not yet en- 
tirely understood just how the sulfanilamide 
group of chemicals effect their wonderful in- 
fluence upon organisms. 

SUMMARY 
Many and varied methods have been 


(1) 


used in the treatment of gonorrheal arthritis 
but most of them have been disappointing in 
their results. 


(2) Fever therapy has given best results 
prior to the use of the method outlined in this 


paper. 

(3) The author reports 100 per cent re- 
covery, without recurrence or residual joint 
damage in a series of 15 patients treated by 
daily intradermal injections of 2 cc. of 5 per 
cent solution of neoprontosil. 


(4) It is believed by the author that this 
method will supersede other methods in the 
treatment of gonorrheal arthritis owing to its 
safety, simplicity and effectiveness. 

(5) Further investigation is being con- 
ducted into laboratory phases of this method. 
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_ This paper is a preliminary report on the subject. Con- 

tinued investigation is being conducted into the labora- 
tory phases untouched in this paper, and data on con- 
trols are being recorded for a more complete, future 
report 
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RHEUMATIC CHOREA IN A NEGRO 
Milton S. Saslaw, M. D. 
Miami 

As a result of a letter written by Dr. S. Weir 
Mitchell to prominent physicians throughout 
the country, the infrequency of rheumatic 
chorea in the negro was fairly well established. 
Cases were reported by Polk’ in 1874, Skinner 
(1875), Sinkler’ (1882), Mulheron’ (1887) 
and Roy’ (1892). Since then other cases have 
been reported, and the pediatric clinics through- 
out the country are familiar with rheumatic 
chorea in the negro. The work of Lueth and 
Sutton’ in Chicago in 1933 showed that chorea 
was approximately as prevalent in negroes as 
in white people. Thayer's’ analysis of 808 cases 
of chorea in Baltimore, indicated that the pro- 
portion was four white persons afflicted to one 
colored. The figures of Gleich’ (1927), taken 
from the records of the Harlem Hospital, 
showed 2402 white admissions of which 27 
were chorea (1.12 per cent), and 2646 colored 
admissions, including 19 cases of chorea (0.72 


per cent). 
REPORT OF CASE 


A 16 year old negro boy was admitted to the James M. 
Jackson Memorial Hospital in Miami, Florida, on March 
28, 1940, complaining of twitching movements of the 
right upper extremity of one week’s duration. The pa- 
tient had had rheumatic arthritis a year previously, and 
during the present attack he had had slight rheumatic 
joint pain. This boy was born in Miami and never had 
been out of the state of Florida. 

The physical examination showed the patient to be 
fairly well-developed and well-nourished but with invol- 
untary jerking movements of the right side of the body. 
The heart was slightly enlarged to the left. There was a 
systolic murmur, maximum in the mitral area but trans- 
mitted over the entire precordium and back to the angle 
of the scapula. The remainder of the examination was 
essentially negative. 

Urine, blood count and Kahn examinations revealed 
no abnormalities. The sedimentation rate varied between 
12.5 mm. and 16 mm. in sixty minutes. The electrocardio- 
gram showed a PR interval of 0.14 seconds, a tendency to 
left axis deviation, but was otherwise normal. 

The patient was afebrile until April 19. He was treated 
with salicylates and phenobarbital. He then showed an 
elevation of temperature, which reached a maximum of 
103 F. and a papular skin eruption developed. The tem- 
perature became normal and the eruption disappeared 
when the medication was changed to chloral hydrate 
alone. Thereafter, the patient was again afebrile until 
his discharge on May 15, 1940. The choreiform move- 
ments, which gradually diminished, had disappeared 
entirely by that time. The final diagnosis was rheumatic 
chorea and rheumatic heart disease, with enlargement of 
the heart, organic mitral insufficiency, regular sinus 
rhythm and class II functional capacity. 

This case is of interest because a thorough 


search of the literature showed no case of rheu- 
matic chorea as far south as the twenty-sixth 
degree of latitude in the United States. Schwab 
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and Schulze’, made a study of Heart Disease 
in the American Negro of the South in 1932, 
but did not mention rheumatic chorea. In re- 
viewing past records, it became apparent that 
the farther north the study was made, the 
greater was the incidence of rheumatic chorea. 
Tropical studies are conspicuous for the rarity 
of the disease. 

C. D. Williams”, considering health in the 
Gold Coast, wrote: “Some conditions are re- 
markable for their rarity. Among these are 
surgical conditions .... , acute rheumatism, 
carcinoma of the breast ....°’ Stott”, of Luck- 
now, India, reported a yearly incidence of 
rheumatic fever of 6 in each 1,000 admissions, 
of which 6 per cent were chorea (5 cases in 
seven years). Lucknow is approximately at 
the same level of latitude as is Miami. In the 
six year period from 1932 to 1938, there were 
261 admissions for juvenile rheumatism to the 
Medical College of Calcutta, India. Some 
were readmissions. Of the total, there were 4 
cases of chorea. ‘“Chorea in Indian children 
in Bengal is also of extreme rarity Among 


Anglo-Indian children living in congested 


areas it is less rare, though by no means as com- 
mon as other rheumatic manifestations.” An 
occasional case of rheumatic fever was recorded 
in various other tropical countries; seldom a 
case of rheumatic chorea. In 1933, a case of 
rheumatic fever was reported in a Lumbwa 
(African) native”. For the previous eleven 
years, no case of rheumatic fever or any of its 
manifestations or sequellae had been observed. 

It is evident that rheumatic chorea is observed 
in the tropical and subtropical climates, but here 
it is rare as compared to its incidence in tem- 
perate climates. Also, even in temperate 
climates, there is a preponderance of evidence 
showing that the negro has a certain degree of 


TABLE I 





LATITUDE 


38°0'N 
38°0'N 
39°57'N 
42°20'N 
38°53’N 
41°55’N 
39°17’N 
40°42'N 
29°20'N 
5°0'N 
26°45'N 
22°34'N 
24°0'N 
25°48'N 


AUTHOR 


Polk 

Skinner 

Sinkler 
Mulheron 

Roy 

Lueth and Sutton 
Thayer 

Gleich 

Schwab and Schulze 
Williams 

Stott 

Hodge 

Hodge 

Saslaw 


LocALItTy 


South Milford, Dela. 
Glasgow, Dela. 
Phila., Pa. 

Detroit, Mich. 








Galveston, Texas 
Gold Coast, Africa 
Lucknow, India 
Calcutta, India 
Bengal, India 
Miami, Fla. 
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racial immunity. Further studies on the effect 
of a subtropical climate on rheumatic heart 
disease are at present being made. 
Table I lists the latitudes of the various cities 
trom which reports have been made. 
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BOTULISM: ITS TREATMENT 
M. E. Black, M. D. 
Clearwater 

As pointed out by Schneider and Fisk’, the 
diagnosis of botulism is often difficult and 
must be made largely on the history and the 
physical findings. In their report they em- 
phasized that this usually fatal disease may be 
diagnosed by the demonstration of toxin in the 
blood or body tissues. 

Botulism is produced in human beings by 
the ingestion of food containing the toxin 
created by the Bacillus botulinus. This organ- 
ism is resistant to heat, and because of this, 
canned foods are prone to contain the organ- 
ism in viable condition as well as the toxin 
produced after canning.” Since home canning 
usually does not provide steam pressure for the 
length of time necessary to render these bac- 
teria harmless, such foods are generally the 
most dangerous. Foods that contain this in- 
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fection solely ,usually show so little change in 
color, odor or taste that they are unsuspected. 
It appears that practically all foodstuffs may 
harbor the organism even in a relatively fresh 
state. Formerly meat products were thought 
to be the chief source of infection. The mani- 
festations of the disease appear to be due to a 
definite poisoning cf the central nervous sys- 
tem by the toxin already in the food, rather 
than to bacterial activity in the body. The 
toxin is readily destroyed by boiling and it is 
probably true that a contaminated food would 
be rendered harmless by this procedure even 
though spores of the organism were still 
present. If sufficient time is allowed after 
boiling, more toxin would certainly be created. 

As seen clinically, botulism presents symp- 
toms varying in the individual case with the 
amount of the toxin ingested. It is not thought 
that any further toxin is produced in the body. 
The time elapsing between ingestion and ap- 
pearance of characteristic signs, and the num- 
ber and severity of these signs, seem to be de- 
pendent upon the quantity of toxin consumed, 
Undoubtedly the so-called classical cases, in 


which violent symptoms are seen and death 
are simply due 
These 


occurs within one or two days, 
to an overwhelming dose of the poison. 
are so rapidly fatal that rarely is a diagnosis 
made before death occurs. 

The type of case to which I wish to direct 
attention is the one in which the patient may 
be considered as having received a sublethal 
dose of the toxin. The diagnostic signs are 
so vague that diagnosis is baffling and likely 
to be doubted, but death of the patient will fol- 
low in the course of several weeks if effective 
and early treatment is not given. A diagnosis 
must be made upon fewer positive findings in 
the physical and laboratory examinations than 
in any other condition with which I am 
acquainted. It may even be said that the aver- 
age clinician would not be satisfied to make a 
diagnosis with so few positive signs, yet the 
seriousness of this anomaly is such that it 
should be called to the attention of every physi- 
cian. He must carry in mind these few facts 
so that valuable time may not be lost in trying 
to diagnose some other condition. When 
these signs are present and cannot be accounted 
for by other means, specific treatment in the 
form of botulinus antitoxin must be instituted 
as early as possible if the patient is to be saved. 
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lhe toxin appears to have a specific effect on 
the central nervous system. The medulla is 
particularly affected and death results from 
respiratory exhaustion after a prolonged peri- 
od. During the interim the patient does not 
appear to be very ill, and it is difficult to believe 
that one is dealing with such a serious ailment. 
The early visual signs occasion no particular 
discomfort, and until the last few days of the 
illness there is indeed little to make one suspect 
that the prognosis is most grave. Eventually 
the signs of medullary embarrassment and im- 
pending failure manifest themselves in the un- 
treated case and death ensues rapidly. The 
following two reports will illustrate the disease 
as seen in this type of case: 

Case 1. Mrs. R. S., aged 56, came to the office on 
March 1, 1940, with the single complaint of vertigo, 
which had been present for three or four days. During 
this period, a good many people were being seen who had 
suffered minor digestive disturbances and who complain- 
ed of vertigo. In all of these instances a simple laxative 
and dietary restriction cleared up the condition rapidly. 
Since this patient presented no symptoms differing from 
the others, nothing unusual was suspected for about ten 
days. When first seen, she presented a normal tempera- 
ture, normal reflexes, a blood pressure of 130 systolic, 
90 diastolic, and the pulse and respiratory rates were 
normal. No discomfort of any kind was complained of. 
The blood showed 4,550,000 erythrocytes, hemoglobin 
85 per cent, and the urine was negative. Nothing ab- 
normal was found on physical examination. 

Ten days later she was seen at home. The vertigo had 
not cleared up and she now had diplopia and was nau- 
seated to the point of vomiting at times, but no pain or 
other discomfort was present. A paralysis of the ex- 
ternal rectus muscle of the left eye with a slight lagging 
of that lid was noted, but nothing otherwise different 
was found in the physical examination. At this time a 
more careful inquiry into the history of the attack was 
made. This revealed that several days prior to the first 
consultation she and her husband had eaten a meal in a 
restaurant consisting chiefly of sauerkraut and sausage. 
Both had had a rather violent gastrointestinal upset that 
night, hers the more severe. The husband was well 
again the next day, but he was quite positive that his 
wife had not been normal from that time. 

On account of the few symptoms present, the diag- 
nosis was doubtful and she was sent to the hospital for 
further observation. The skull was roentgenographed 
and was reported normal, special attention having been 
given to a defect in the area of the sella turcica. The 
blood examination showed nothing abnormal, and neither 
did the spinal fluid. The Kahn test in both was nega- 
tive. The temperature and all other physical signs were 
normal. An ophthalmologist saw her in consultation and 
found the following: “Total paralysis of external rectus 
of left eye. Diplopia and poor accommodation present. 
Fundi and media normal. Tympanic membranes nor- 
mal.” 

This patient was cheerful, sat up part of each day, 
generally ate well, and had satisfactory elimination. On 
two or three occasions she vomited frequently enough 
on successive days to necessitate the intravenous use of 
glucose solution. Following this she showed an eleva- 
tion of temperature not exceeding 1 degree. At no time 
did she have any pain. As long as the left eye was cov- 
ered she had little vertigo, but she vomited at intervals 
without regard to anything else noted in her condition. 
Because of these signs and the lack of other physical 
findings, the disturbance was thought to originate in 
the central nervous system, but a definite diagnosis was 
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not made. Brain tumor, botulism and encephalitis were 
considered, with a definite preference for the second 
of these. An internist saw the patient three days before 
death but could not offer a diagnosis. On this date she 
became somewhat confused mentally and the temperature 
was elevated to 101 F. For about ten days it had been 
noticed that the pulse and respiratory rates had increased 
while the temperature remained normal. During this 
period the blood pressure also fell to 90 systolic. Digi- 
talization was attempted without effect. 

It was decided that since a definite diagnosis was not 
apparent continued feeding and maintenance of fluid 
balance should be carried out. Some loss of weight was 
noted. During the last two days a tube was introduced 
into the stomach and adequate food and fluid given. She 
was comatose at this time, but the blood, urine and spinal 
fluid findings remained as upon first examination until 
the day of death. The heart and respiratory rates in- 
creased, and the blood pressure steadily fell, which indi- 
cated failure of the medulla. The patient died suddenly 
on April 13 of respiratory failure. Autopsy was not 
done. 

Case 2. Six days later, Mr. W. K. S., aged 65, was 
seen at 10 p. m., after an illness of one hour. He com- 
plained of intense nausea, vomiting and vertigo; he had 
had one loose stool but no pain. At seven o'clock that 
evening he had eaten the following: canned vegetable 
soup, fried mullet, French fried potatoes, creamed cel- 
ery, fresh apple pie, and a glass of pasteurized milk. His 
wife had taken the same foods with the exception of 
the soup and dessert. She, as well as others who dined 
in the same place, was unaffected. Nothing suspicious 
had been eaten earlier in the day. Nausea, vomiting, 
vertigo, and absolute constipation continued through the 
night and the following day. Marked weakness was 
apparent when the patient attempted to get out of bed. 
The temperature was normal. The next day all of these 


symptoms were still present and he was sent to the hos- 
pital. He complained of difficulty in focusing the eyes, 


and muscular weakness and incoordination were so 
marked that he had to be literally carried from the house. 
Vertigo was pronounced, but pain was absent. 

After the patient’s admission to the hospital, a saline 
cathartic was given with good results. Food was imme- 
diately taken and relished. The blood pressure was 
180 systolic, 100 diastolic, the temperature normal, and 
the heart, lungs and abdomen negative. The reflexes 
were normal. Laboratory: examination revealed ° the 
following: sedimentation rate normal, blood Kahn neg- 
ative, hemoglobin 96 per cent, erythrocyte count 5,230,000, 
leukocyte count 9400, small mononuclears 14, large 
mononuclears 3, neutrophils 83, eosinophils 0, basophils 
0. The urine showed nothing abnormal. The spinal fluid 
was not examined due to repeated negative findings in 
the first case and to the possible harm that might result 
if cerebral edema were present. 

The ophthalmologist reported the following: “Partial 
paralysis of the external rectus of the right eye with 
some hyperphoria. Fundi and media normal. Nystag- 
mus present when eyes pass midline toward right side. 
Pupillary reactions normal and slight lagging of upper 
lid present. Diplopia and blurring of vision so that 
patient cannot read usual print with his own glasses. 
Tympanic membranes normal.” 

I had read a number of texts and articles 3}45 on 
botulism, and a diagnosis of botulism was made. This 
case differed from the first only in that the opposite eye 
was involved, less tendency to nausea was seen after 
the first two days, and general muscular weakness and 
incoordination were more marked. The temperature 
was never elevated except after antitoxin was adminis- 
tered, and no pain occurred. The food intake was ex- 
cellent, eliminations normal, and the patient rested quietly 
in bed. During the next ten days the blood pressure 
dropped to 138/85. The blood and urine findings re- 
mained constant during the illness. At the end of the 
first week, both respiratory and pulse rates were in- 
creased, the former reaching a high of 35 and the latter 
ranging constantly from 90 to 100. These symptoms 
szemed due to irritation of the respective centers. 

Having just observed a similar case in which the pa- 
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tient lived for about six weeks and then died, it was with 
great misgiving that the second was handled. Botulinus 
antitoxin was found to be mentioned in the literature, 
but without details as to dosage or administration. No 
biologic catalog listed it, but a telegram to the National 
Institute of Health in Washington was referred to a 
laboratory which promptly shipped 4 vials of the anti- 
toxin. Briefly, 8 vials each of types A and B botulinus 
antitoxin were received from this source with instruc- 
tions for its use. Since the type was unknown and no 
suspected food was available for testing, the two serums 
were used in equal amounts. A total of 300 cc. was ad- 
ministered intravenously in doses of from 40 to 50 cc. 
at eight hour intervals. This was followed by 100 cc. 
intramuscularly, in doses of 25 cc. at six hour intervals. 
At the time of two intravenous injections, pain in the back 
was complained of for a few minutes. Slight chilliness 
followed but the temperature did not exceed 100 F. 
and subsided rapidly. Generalized rather mild 
urticaria developed and persisted for about five days. 
The eye symptoms had practically disappeared by the 
time the last dose of serum was given, but the muscular 
weakness persisted. The patient was allowed out of bed 
after two weeks and walked fairly well with assistance 
in three and one-half weeks after onset. The vertigo 
disappeared with the eye symptoms. The heart and 
pulse rates decreased to normal during the fourth week 
of illness. He left the hospital on May 25, recovered 
in all respects an ee in walking. 


Mé 


Botulism is a disease which should be sus- 
pected in all acute gastrointestinal disorders 
apparently due to food. If the disease is not 
rapidly fatal, a diagnosis must be made and 
immediate treatment instituted on the basis of 
subjective and objective findings which are 
vague in the extreme. Perusal of the litera- 
ture will reveal that positive laboratory find- 
ings in the examination of suspected food are 
the exception rather than the rule. In the sec- 
ond of these cases, all food specimens were 
sterile and. produced no symptoms in labora-. 
tory animals. 

Diagnosis is to be made upon a history of 
gastrointestinal upset of varying degree, to- 
gether with most or all of the following signs: 

1. Visual disturbances appear from twenty- 
four hours to several days after the acute 
upset. There is diplopia, lateral rectus paralysis, 
nystagmus, disturbance of accommodation, 
ptosis, and, at times, weakness of other eye 
muscles. The eye grounds are normal in the 
absence of previous disease. 

2. Vertigo is marked and may or may not 
be accompanied by vomiting. 

3. Decreased salivation may be seen. Dif- 
ficulty in swallowing is present at times. 

4. Generalized muscular weakness and in- 
coordination may be mild or extreme. 

5. Absence of fever or pain is usual. 

6. There is increased pulse and respira- 
tory rates with no explainable cause other than 
irritation of the medullary centers. 

7. Examination will show essentially nor- 
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mal laboratory findings in the blood, urine and 
spinal fluid. 

Specific treatment in the form of botulinus 
antitoxin must be given early and in adequate 
dosage. At least 300 cc. of the mixed types 
should be given intravenously in 50 cc. doses at 
eight hour intervals, and 25 cc. given intra- 
muscularly every six hours until the most 
marked symptoms have disappeared. 
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HYPERACTIVE CAROTID SINUS 
SYNDROME 
Rosert J. NEEDLES, M. D. 
St. Petersburg 

For several years I have been observing 
various types of syncope, particularly in old 
people, and more particularly in old people 
with either heart disease or hypertension or 
both. One of the causes of such syncope 1s a 
hyperactive carotid sinus reflex and it is this 
that I wish to discuss. 

It has been known for a long time that the 
human heart can be temporarily slowed by 
making pressure on one or both of the cartoid 
arteries, but the mechanism was not clearly 
understood. Recent extensive reviews, par- 
ticularly by Soma Weiss and his colleagues in 
Boston and by Smith and Moersch, have set 
forth many interesting details in the history 
of such phenomena. It is stated that an ancient 
Chinese method of producing anesthesia was to 
make pressure on the neck. An early Assyrian 
practice was to tie a band around the neck and 
thereby exert pressure before performing cir- 
cumcision. In 1799 Parry said that he was 
able to slow the heart beat by making strong 
pressure on one of the carotid arteries. Waller 
in 1862 reported a similar phenomenon but 
expressed the opinion that it was not due to such 
pressure. Then in 1866 Czermak, after con- 
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ducting experimental work, attributed the 
slowing of the heart to mechanical stimulation 
of the vagus nerve, and until recently this 
theory has persisted and the test has been called 
the “vagus pressure test.” However, Hering 
in 1923 was able to demonstrate that even after 
the vagus nerve had been separated from the 
artery the heart rate could be slowed when the 
common carotid artery was compressed and it 
is this work which has resulted in the modern 
interpretation. 

Apparently the cardiac slowing or arresting 
is caused by a mixed reaction involving both 
a temporary suppression of the sinus node, 
which for a time wipes out the normal cardiac 
pacemaker, and also a refraction period of 
variable length, during which the heart does 
not initiate impulses from new areas. The 
symptoms of faintness or the actual syncope 
seem to be due to cerebral anoxemia caused by 
slowing and stopping of the heart. There may 
also be some corollary help from actual 
diminution in blood flow because of mechanical 
interference with the carotid arterial function. 
Weiss has shown that the cerebral effects are 
caused not so much by the degree of anemia 
of the brain as by the rapidity with which the 
change occurs. 

At present it is believed that unconsciousness 
and convulsions or a wide variety of milder 
manifestations of cerebral dysfunction may be 
accomplished through reflex arcs originating 
in a hyperactive carotid sinus. Careful investi- 
gative work indicates that both afferent and 
efferent portions of these reflexes are a part of 
the autonomic nervous system. It appears 
that the sensory portion is always the same but 
that the motor impulses arrive by several dif- 
ferent routes. The origin of the reflex seems 
to be in the dilated portion of the common caro- 
tid artery, which is usually at or near the 
bifurcation and is called the carotid sinus. This 
sinus may be stimulated by stretching such as 
would occur with increased pressure. More- 
over, the stimulation might result from relaxa- 
tion of the wall. Such a powerful source of 
sensory reflexes is doubtless affected also by 
chemical or endocrine factors. Regardless of 
how the stimulation arises, the impulse passes 
across and is projected to the periphery through 
various sympathetic pathways. The variability 
of symptoms is, therefore, dependent in part 
on the kind of motor stimuli thus produced. 
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It is now known that there are three main types 
of neural routes for impulses which cause 
syncope. These are the vagus nerve, vaso- 
motor depressor nerves and various pathways 
within the central nervous system. 


In most normal human subjects while carotid 
sinus pressure does not cause any difficulty 
physiologic stimulation resulting from vary- 
ing intracarotid blood pressure does produce 
a change, which is evidenced by minor altera- 
tions in the peripheral blood pressure. In those 
persons having a hyperactive carotid sinus 
mechanism, however, stimulation of this area 
causes profound and often dramatic symptoms. 
Abnormal impulses may originate in this re- 
gion as the result of purely normal stimulation, 
or normal impulses arising here may result in 
hyperactive efferent impulses. Thus if vascular 
disease of the central nervous system is present 
even a normal impulse from the carotid sinus 
may cause untoward results simply because the 
central destination and point of projection is 
abnormal. 

In several papers and with various co- 
workers, Weiss has elaborated his conception 
of three distinct types of hyperactive carotid 
sinus reflex. In the first of these which he calls 
the vagal type, the cerebral anemia is directly 
attributable to absolute, though transient, car- 
diac asystole. This stopping of the heart may 
be due to various forms of heart block but 
it inevitably results in acute ischemia of the 
brain. The cardiac symptoms are caused by 
an efferent impulse which utilizes the vagus 
pathway to cause heart block. When this 
occurs the blood pressure falls rapidly. In these 
instances a characteristic reproduction of the 
symptoms can be obtained by compressing the 
carotid bulb bet ween the examiner’s fingers and 
the transverse processes of the cervical spine. 
The attack usually ends spontaneously soon after 
the release of pressure and it can be termi- 
nate:| by the intravenous use of atropine which 
acts on the vagus nerve endings in the heart. 
Epinephrine may also help in relieving or pre- 
venting attacks by its direct stimulating effect 
on the heart. 

In the second type of reflex neither the heart 
rate nor blood pressure is affected and there 
is no demonstrable change in the blood supply 
to the brain. The origin of the reflex is the 
same, that is, in the carotid sinus, and the 
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effect appears to be directly on the central 


nervous system. The attacks are produced by 


the same manual stimulation as in the vagal 
type but atropine and epinephrine are without 
effect. Local anesthesia in the form of procaine, 
applied directly to the sinus, abolishes the re- 


flex. 

In the third type there is a reflex vasodilata- 
tion and a drop in blood pressure independent 
of any change in the cardiac mechanism. In 
this type, which is analogous to clinical shock 
in many ways, the symptoms are caused by 
cerebral ischemia due to the drop in blood pres- 
sure. Attacks may be initiated, as in the other 
two types, by carotid pressure. Since the vagus 
nerve apparently does not take part in this type 
of seizure, treatment with belladonna is with- 
out effect. Epinephrine, on the other hand, is 
effective due to its peripheral vasoconstriction 
which causes elevation of the blood pressure. 

The initial symptom of which the patient most 
frequently complains is the attack of un- 
consciousness which may vary from a slight 
“all gone” feeling to complete syncope and 
even to convulsions. There are often pro- 
dromal sensations such as a feeling of dizziness 
or weakness or ringing in the ears. It requires 
some care to differentiate Méniére’s disease 
from hyperactive carotid sinus syncope. 
Usually, however, in the latter condition true 
vertigo is not present. Often there will be 
a history of occasional major attacks ac- 
companied by total loss of consciousness, and 
more frequent intervening episodes during 
which only minor symptoms are present. The 
difficulty usually occurs when the patient is 
standing or sitting and may be relieved, as 
in simple syncope, by lowering the head. Sud- 
den movements of the neck or pressure as from 
a tight collar may precipitate an attack. I re- 
call one patient who noted symptoms each 
morning while leaving home. At that time he 
was accustomed to turn and wave to his young- 
ster and apparently a combination of pressure 
and of twisting the neck initiated the symptoms. 
After the attack has been terminated no symp- 
toms as a rule remain. Occasional instances 
of tongue biting or incontinence may occur but 
on investigation, no relation between hyper- 
active carotid sinus reflex and epilepsy has 
been found. The most characteristic thing 
about the syndrome is that all the manifesta- 
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tions may be easily elicited by carotid pressure. 
If the pressure is light and quickly terminated 
the patient may only note transient faintness 
with perhaps some numbness and tingling in 
the extremities. The examiner will usually be 
able to note pallor of the face. Convulsions are 
not uncommon, particularly if the pressure is 
continued long. 

Occasionally local changes occur in the region 
of the sinus; if a pathologic condition is 
present, such as a large lymph node exerting 
undue pressure, surgical correction may be in- 
dicated. Digitalis sensitizes the carotid sinus 
reflex. When elderly people who complain of 
weakness or (lizziness are given digitalis on the 
assumption that the cardiac mechanism is re- 
sponsible for the symptoms, such symptoms 
are apt to be aggravated rather than helped. 
Routine use of digitalis to prevent cardiac 
failure is not indicated unless cardiac failure 
is present. Thus, if digitalis has been given 
prior to operation, the sensitized carotid sinus 
may be stimulated by the usual manipulation 
about the neck coincident with anesthesia. In 
such instances there may be serious results. I 
recall being asked to take an emergency opera- 
ting room call one day. On arriving there I 
noted a patient whose heart, the surgeon said, 
had suddenly stopped beating but which had 
again resumed its work after a few seconds. 
In this case a hyperactive carotid sinus was 
present; the patient had been given digitalis, 
and the anesthetist had used undue pressure 
about the neck in the application of the mask. 
[t is best not to stimulate both sinuses at the 
same time. If a hyperactive condition is present 
proper response should occur in from five to 
fifteen seconds after pressure is applied to one 
sinus. It is necessary to locate the carotid bulb 
accurately before continuing. This can best be 
done by slightly extending the head and turn- 
ing it a little to the opposite side. In this 
position it is usually possible to feel the point 
of maximum carotid pulsation which is the 
‘arotid sinus. Symptoms are more readily 
elicited when the patient is in a sitting position. 


TREATMENT 
General hygienic measures are usually of 
considerable benefit. Fatigue, emotional upsets 
and worry should be eliminated when possible. 
The wearing of tight collars should be dis- 
couraged and sudden movements of the head 
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should be avoided. Often one of the chief 
benefits derived from an accurate diagnosis is 
the reassurance which it is possible to give the 
patient. Except in rare instances the hyper- 
active carotid sinus reflex is not a hazard to 
life unless the patient is accustomed to work- 
ing in dangerous places. Thus, it is possible 
that an elderly person with this syndrome who 
is addicted to walking in high places should be 
discouraged in such practice. In two of the 
cases to be presented a previous diagnosis of 
a “slight stroke” had been made. With the 
demonstration in these cases of a hyperactive 
carotid reflex, one is entitled to believe that the 
previous attack of unconsciousness, diagnosed 
“stroke”, was probably syncope caused by the 
reflex. 

If the symptoms are caused by the vagal 
type of reflex, with slowing or stopping of the 
heart action, the attacks may be prevented by the 
use of belladonna or atropine. The drug should 
be given in the amount necessary to prevent 
symptoms even though this causes disagreeable 
effects such as dryness of the mouth. If these 
secondary reactions are intolerable ephedrine 
sulfate, from 30 to 40 mg. three times a day, 
may be used. This drug causes increased 
sensitivity of the heart muscle and may allow 
the heart to set up an ectopic rhythm sufficient 
to prevent symptoms when heart block occurs. 
In the cerebral type of reflex, if ordinary 
hygienic measures are not sufficient, surgical 
denervation should be considered. Such a step, 
however, should not be taken until all other 
measures have been tried and unless the attacks 
are of such frequency and severity as to com- 
pletely ruin the patient’s enjoyment of life. In 
the simple vasomotor type or reflex, where the 
chief manifestation is a fall in the blood pres- 
sure secondary to reflex vasodilatation, the 


symptoms may often be abolished by the ad- 


ministration of ephedrine. 
REPORT OF CASES 

Case No. 1. This was a white man, 58 years of age. 
The patient stated that in February, 1938, while playing 
cards, he had had a peculiar sensation of weakness. He 
did not actually faint but staggered slightly when he 
walked. He went home and to bed; a physician was 
called who told him that he had experienced a slight 
“stroke.” He remained in bed for a month and then spent 
two months at Hot Springs. Since then he has been 
active in his business. Examination was not remarkable 
except for the fact that it disclosed a slight hypertension, 
(165 systolic, 100 diastolic) ; the cardiac findings were 
not abnormal. There were no residuals indicative of a 
previous cerebral hemorrhage. Pressure over the right 
carotid sinus caused cardiac asystole. 
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Case 4. W.F. 55 ; ; 
Electrocardiographic record of cases presented, showing the result of digital pressure on the carotid bulb. In each 
case the artery was compressed just after the start of the record, and pressure released at onset of asystole. 


Case No. 2. This man was 62 years old. In August, 
1938 he had had a typical anterior coronary thrombosis. 
After an adequate period of convalescence he had en- 
gaged in light work but had spent his winters in Florida. 
He had occasional anginal distress which was relieved by 
nitroglycerin. 

For the past two years he had experienced occasional 
bouts of dizziness. These would be accompanied by a 
pounding of the heart and if he were walking at the 
time he would actually stagger. He had never fainted. 
The examination was not noteworthy except for the 
observation of a slight cardiac hypertrophy. Pressure 
over the right carotid sinus caused cardiac standstill. 

Case No. 3. This man of 65 had for many years 
known he had hypertension. A year ago he was seized 
with a sensation of faintness accompained by some 
vertigo but no actual loss of consciousness. He went 
to bed and called a physician who expressed the opinion 
that there had been a slight “stroke”. The patient re- 
mained in bed for six weeks. Since then he has been 
well except for occasional attacks of dizziness without 
any episode of complete loss of consciousness. 

The examination showed a blood pressure of 204 systolic, 
100 diastolic. There was slight cardiac enlargement. 
Pressure over the right carotid sinus produced asystole 
with pallor and transient loss of consciousness. 

Case No. 4. This patient, a woman aged 55, was 
slightly overweight. For the past few weeks she had 
been having frequent fainting spells but no true vertigo 
or loss of consciousness. The examination showed the 
blood pressure to be 210. Pressure over the right carotid 
sinus produced complete cardiac asystole with loss of 
consciousness. 


SUMMARY 

1. <A hyperactive carotid sinus reflex may 
cause faintness, atypical vertigo, syncope and 
convulsions. 

2. Such symptoms are the result of motor 
impulses which cause cardiac slowing, lower- 
ing of the blood pressure or intracerebral 
dysfunction. 

3. Such attacks may be reproduced in vary- 
ing severity by manual compression of the caro- 
tid. sinus. 

4. Digitalis causes increased carotid sen- 


sitivity and its routine use should be discour- 
aged. 
5. Local lesions in the neck, such as en- 


larged lymph nodes, may be present. 

6. Many of these patients have 
sclerosis and cerebral arteriosclerosis ; by caus- 
ing atypical responses to normal stimuli, at- 
tacks may be brought about. 

7. Treatment is predicated on the type of re- 
sponse present and may include either bella- 
donna alkaloids or drugs of the epinephrine- 
ephedrine group. 
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NEW STATE HEALTH OFFICER 


Dr. William H. Pickett of Jacksonville has 
been appointed State Health Officer by Governor 
Spessard L. Holland, to fill the unexpired term 
of Dr. A. B. McCreary, who died on January 
24. Having served as Assistant Health Officer 
since June, 1940, he comes to this office entirely 
familiar with its duties and responsibilities. 


Dr. Pickett has been engaged in public 
health work since 1922 when he was graduated 
from the Harvard Technology School of Pub- 
lic Health. He organized and directed new 
bureaus for the prevention of blindness in the 
State of Missouri and for the United States 
Public Health Service. 


Other public health positions held by Dr. 
Pickett include county health director in Mon- 
tana, city health officer of Saginaw, Michigan, 
medical director of the county contagious and 
tuberculosis hospital in Saginaw, and director 
of the Escambia County Health Unit, Florida. 

Dr. Pickett is a member of the Duval County 
Medical Society; the Florida, Southern, and 
American Medical Associations ; a life member 
and Fellow of the American Public Health 
Association; and a member of the Kiwanis 
Club and the Army and Navy Club of Jackson- 
ville. 
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PRE-CONVENTION MEETING 

The Pre-Convention Meeting of the Asso- 
ciation was held at the Angebilt Hotel, Or- 
lando, January 19. Beginning at 9 a.m., the 
morning was devoted to meetings of the coun- 
cil and Association committees. Twelve such 
meetings were scheduled. 

Luncheon was served in the main dining 
room, followed by a General Session, which 
was Called to order by Dr. J. Sam Turberville, 
president, at 2:30 p.m. The gavel was turned 
over to Dr. Robert B. McIver, chairman of the 
Council, who asked for the reading of the an- 
nual reports of councilors. These reports, pub- 
lished elsewhere in this Journal, showed that 
organized medicine throughout the state is 


growing, not only in size but in the scope of 


its influence. 

Dr. Turberville then resumed the Chair. The 
following chairmen of standing committees 
were present and made preliminary reports of 
the activities of their committees: Dr. Gilbert 
S. Osincup, Executive; Dr. Herbert E. White, 
Scientific Work; Dr. Robert D. Ferguson, 
Medical Education and Hospitals; Dr. J. Rals- 
ton Wells, Public Relations; Dr. T. Z. Cason, 
Medical Postgraduate Course; Dr. Alfred G. 
Levin for Dr. James M. Hoffman, Cancer Con- 
trol; Dr. Harrison A. Walker, Medical Eco- 
nomics; Dr. M. J. Flipse, Tuberculosis and 
Public Health; Dr. Warren W. Quillian, Child 
Health, and Dr. Gordon H. Ira, Advisory to 
Woman’s Auxiliary. Dr. W. Henry Spiers 
reported for the Advisory Board of Past 
Presidents. In the absence of Dr. Ferdinand 
Richards, chairman of the Committee on Ma- 
ternal Welfare, Dr. Homer Pearson read a 
letter from Dr. William H. Ball, director of 
the Bureau of Maternal and Child Health of 
the State Board of Health, recommending the 
enlargement of the maternal death survey be- 
ing carried out by that department in cooper- 
ation with the Maternal Welfare Committee. 

A rising vote of thanks was given to the 
Orange County Medical Society for the enter- 
tainment afforded on this occasion. 

A motion was passed that the secretary con- 
vey to Dr. Stewart G. Thompson, managing 
director, greetings from those present at this 
meeting and their wishes for his speedy re- 
covery. This was the first meeting in fifteen 
years which Dr. Thompson had been unable 
to attend. 
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Dr. Edward Jelks, chairman of the Florida 
Committee on Medical Preparedness, then 
conducted a round table discussion of problems 
connected with the preparedness program in 
Florida. 

The Pre-Convention meeting adjourned at 
4:45 p.m. 


REGISTRATION 
The total registration during the general session was 65. 
Officers 
J. S. Turberville, President ......... .. Century 
Walter €. Jones, Jr., President-Elect ....... .. Miami 
E. B. Hardee, Third Vice-President ........ Vero Beach 
Shaler Richardson, Secretary-Treasurer .. Jacksonville 
Members 

Bradenton: M. M. Harrison. Cocoa: W. C. Page. 
Coral Gables: Warren W. Quillian. Daytona Beach: 
Ludo von Meysenbug, J. Ralston Wells. Eau Gallie: 
W. J. Creel. Ft. Lauderdale: Milton N. Camp, Leigh F. 
Robinson. Ft. Pierce: M. D. Council, A. M. Sample. 
Gainesville: Edwin H. Andrews, J. Maxey Dell, J. M. 
Dell, Jr., John E. Maines, Jr., W. C. Thomas. Jackson- 
wille: T. Z. Cason, Gerry R. Holden, Gordon H. Ira, 
Edward Jelks, Louie Limbaugh, Robert B. McIver, G. 
F. Oetjen, J. N. Patterson, William H. Pickett, Harold 
D. Van Schaick. 

Kissimmee: T. M. Rivers. Lake City: R. B. Harkness. 
Miami: M. Jay Flipse, Laura M. Hobbs, Alfred G. Levin, 
Homer L. Pearson, Robert T. Spicer, M. C. Wilson. 
Miami Beach: Harrison A. Walker. Ocala: Henry C. 
Dozier, R. D. Ferguson, E. G. Lindner. 

Orlando: Dorothy D. Brame, J. R. Chappell, C. J. Col- 
lins, H. A. Day, Hewitt Johnston, Meredith Mallory, 
Gilbert S. Osincup, W. Henry Spiers. Pensacola: Her- 
bert L. Bryans, J. M. Hoffman, W. C. Payne. St. Aug- 
ustine: Walter D. Webb, Herbert E. White. St. Peters- 
burg: W. C. McConnell, R. Wynn S. Owen. Sarasota: 
A. Lamar Matthews. Tallahassee: F. R. Annis, J. H. 
Pound. Tampa: Leland F. Carlton, Joseph W. Taylor, 
H. E. Whitaker, E. B. Woods. West Palm Beach: W. W. 
George, F. K. Herpel. 





BUNDLES FOR BRITAIN 


Medical supplies, instruments and drugs of 
all kinds are needed by physicians attending 
the civilian population in Britain. Bundles for 
3ritain, Inc. has undertaken to collect such 
supplies for shipment overseas. Doctors in 
Florida may assist in this endeavor by sending 
all supplies and equipment possible to the Flor- 
ida Committee. If shipments are sent by 
\merican Railway Express, no transportation 
charges will be made. Send your contributions 
to one of the following : 

Gilbert S. Osincup, M. D., 300 E. Colonial 

Drive, Orlando 

Edward Jelks, M. D., 2033 Riverside Ave- 

nue, Jacksonville 

Max Dobrin, M. D., 1140 Alton Road, Mi- 

ami Beach 

J. H. Pierpont, 511 American Natl. Bank 

Bldg., Pensacola 


EXAMINATIONS FOR APPOINTMENTS IN MEDICAL CORPS 


EXAMINATIONS FOR 
APPOINTMENTS IN THE 
MEDICAL CORPS OF THE U.S. NAVY 


The Surgeon General of the Navy, Rear 
Admiral Ross T. McIntire, (MC), U. S. N., 
announces the next examination for appoint- 
ments as commissioned officers in the Medical 
Department of the Navy will be held at all of 
the larger naval hospitals and at the Naval 
Medical Center, Washington, D. C., on May 
12 to 15, inclusive, 1941. Applicants for ap- 
pointment as Assistant Surgeon, effective ap- 
proximately two months from date of exam- 
inations, may now request authorization to 
appear for examination. Requests for such au- 
thorization should reach the Bureau of Medi- 
cine and Surgery prior to April 21, 1941. 

Applicants for appointment as Assistant 
Surgeon are required to be citizens of the United 
States between the ages of 21 and 31, grad- 
uates of Class “A” medical schools, to have had 
at least one year of intern training in a hospital 
accredited for intern training by the Council 
on Medical Education and Hospitals of the 
American Medical Association, and to meet the 
physical and other requirements for appoint- 
ment. 

The Medical Corps of the Navy is being in- 
creased in strength proportionate to the ex- 
panding Navy and U. S. Marine Corps. Service 
for medical officers is active professionally and 
attractive in assignments at sea, on shore duty, 
and on foreign shore stations. In the normal 
rotation of assignments every practicable con- 
sideration is given the officer’s preference for 
the type of duty he desires. The Naval Medical 
School at the Naval Medical Center, Washing- 
ton, D. C., offers a course of postgraduate 
instruction and instruction in those branches 
of medicine which apply particularly to naval 
service. Under normal conditions newly ap- 
pointed officers are assigned to this course upon 
their entry into the service or during their first 
few years of naval service. 

Naval medical officers are encouraged to 
develop a specialty after they have completed 
their first cruise at sea. Shortly before comple- 
tion of his sea duty, the Navy doctor may re- 
quest special training in the Medical Depart- 
ment specialty in which he is interested. Such 
requests are acted upon by a special board in 
the Bureau of Medicine and Surgery and, if 
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approved, the Navy doctor is sent to a hospital 
for training and experience in that specialty 
for one year. Upon completion of this training, 
he is assigned to postgraduate instruction at 
one of the many medical centers in the United 
States for a period up to one year after which, 
in so far as is practicable, he is retained in that 
tvpe of duty. Some of the specialties in which 
qualifications may be obtained are: Surgery; 
Medicine; Otolaryngology; X-ray; Labora- 
tory; Pathology; Public Health; Psychiatry ; 
Deep-Sea Diving; Aviation Medicine (Flight 
Surgery); Gas Warfare, and Tropical Medi- 
cine. Several officers have been trained in re- 
search particularly applying to problems aris- 
ing in submarine and aviation activities. 

The naval service affords excellent oppor- 
tunities for professional advancement. Medical 
officers receive the same pay and allowances as 
other officers of the Navy in corresponding 
ranks and the equivalent amount of service. 

A circular of information for applicants for 
appointment as medical officers of the Navy, 
containing full information regarding physical 
requirements, professional examinations, rates 
of pay, and promotion and retirement data 
may be obtained by addressing the Bureau of 
Medicine and Surgery, Navy Department, 
Washington, D. C. 





THE QUININE INDUSTRY 


Since the invasion of Holland on May 10, there have 
been persistent rumors of Nazi attempts to interfere with 
the Dutch quinine industry. The actual facts appear to 
warrant the following statement. 

Heretofore Amsterdam has been the headquarters of an 
industry which has assured the supply of this world- 
wide remedy for malaria. By royal decree the manage- 
ment of this quinine industry was transferred to Ban- 
doeng, Java, on May 14, 1940. 

We have been warned, although the warning was 
scarcely necessary, to have no communication with our 
former associates in Amsterdam for fear such cor- 
respondence might be diverted to Nazi ends. 

Java is now the center of the world’s quinine industry, 
where ample production is assured of both cinchona bark 
and manufactured quinine. The latter is produced at the 
Bandoengsche Kininefabriek, the largest quinine factory 
in existence. There is thus no danger of a quinine short- 
age anywhere in the world. 

The quinine industry, now centralized in the Nether- 
lands East Indies, is completely Dutch and completely 
determined that Holland’s plight shall not be turned to 
Nazi advantage. That attitude also actuates those con- 
nected either with the sale of Dutch quinine here or 
with the research and educational program of that in- 
dustry. ; 

NorMAN TAYLOR, Director 
CincHONA Propucts Institute, INc., 
New York, N. Y. 
Reprinted from ScrENCE, December 20, 1940 
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AN IMPOSTOR 


A person giving his name as “Dr. Samuel S. Strauss” 
is victimizing hospitals in the South. He represents him- 
self as having been graduated from Tulane University 
Medical School and having served an internship at 
Charity Hospital, New Orleans. Both institutions deny 
having any record of a person of that name. 

He was brought to one hospital he victimized after 
having been picked up in the street following a “collapse,” 
which he claimed was due to lack of food. He was ad- 
mitted to the hospital, cared for, and sympathetic citizens 
provided finances. As soon as he received the money he 
hurriedly departed. He drives a Buick coupe with a 1940 
license. 

Reprinted from Hosritars, Nov. 1940 





COUNCILORS’ REPORTS 
FIRST DISTRICT— 

WILtrAM CARMEL Roberts, M. D. 
Bay, Escambia, Holmes, Okaloosa, 
Walton, Washington. 

It is with much esteem and pleasure that I report that 
this district is in step with the objectives of the Florida 
Medical Association. The County Societies seem to be 
up to “par” in all endeavors. Several have been quite out- 
standing by virtue of their excellent programs, namely, 
Escambia, Washington-Holmes and Bay. All National 
and State objectives are receiving due attention, and the 
proper cooperation is apparent. There is a general trend 
toward closer unity and organization in the societies, 
but the proper enthusiasm toward society activities is still 
lacking in some of the societies. A greater effort will be 
made to correct this lethargy. 

The District Meeting in Pensacola, even though very 
successful, was poorly attended. This, according to the 
consensus, was due to the fact that the meeting was held 
on Saturday afternoon, which is the big “pay-day” in 
this district. 

The saddest event in the district to date, I regret to 
state, was the untimely death of the outstanding Dr. N. 
A. Baltzell of Marianna. 


SEVENTH DISTRICT— 
W. C. McConneLt, M. D. St. Petersburg 
Hillsborough, Pinellas, Manatee, Sarasota. 

Because of the excellent fellowship of members in, 
and the cooperation among the component Societies of 
the Seventh District this report has been the chief duty 
of the Councilor of the District. 

The Southwest District meeting at Dunedin was well 
attended. Members and their ladies spoke most compli- 
mentary of the program of scientific papers and enter- 
tainment. The committee on scientific program and the 
local committee on entertainment are to be congratulated. 
The latter was composed of Drs. Mease, Harrison and 
Winchester. 

The payment of hotel expense for guest speakers 
might, if left to local committees, be neglected uninten- 
tionally. Therefore, it is recommended that, if exchange 
of guest speakers for district meetings be perpetuated, 
the Managing Director, who never forgets any detail, be 
responsible for making hotel reservations and the Flor- 
ida Medical Association pay for the guest speaker’s 
accommodations. 


EIGHTH DISTRICT— 

Howarp V. Weems, M. D. 

Polk, Hardee, DeSoto, Highlands, Charlotte, Lee, 
Glades, Hendry, Collier. 

The Polk County Medical Society has a membership 
of 61 doctors in good standing, a slight increase over 
last year. Meetings have been well attended and added 
interest has been given the programs by outstanding 
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speakers from various parts of the state as well as from 
nearby states. The society has promoted a Health Unit 
without the support of the county commissioners. Four 
men have been lost to the Army. 

The Lee County Medical Society, which includes 
members from Collier and Hendry Counties, has 14 
members; all dues were paid promptly. Meetings, held 
once a month, were well attended. 

The DeSoto - Hardee - Highlands - Charlotte - Glades 
County Medical Society has 21 members; dues were all 
paid early in the year. During this year the society was 
legally incorporated. Meetings were held monthly ex- 
cept that three summer months comprised a vacation. 
Programs were interesting and meetings were well at- 
tended. 


TENTH DISTRICT— 
ApriAN M. Samp te, M. D............. 
Indian River, Martin, Okeechobee, St. Lucie. 

The Tenth Medical District, comprising St. Lucie- 
Okeechobee-Indian River-Martin Counties, made several 
advances during the past year. 

The local Medical Society, embracing these four 
counties, had a 100% paid-up membership which cooperat- 
ed with the State Association in every way possible to 
advance the cause of organized medicine. The same co- 
operation has been accorded the Federal Government in 
its Preparedness Program. Practically all physicians of 
the four counties are members of the local Society. 

Individually and collectively the members during the 
next two months will exert all possible influence upon 
our local Senator and Representative against any attempt 
to modify or repeal The Basic Science Law of the State. 


ELEVENTH DISTRICT— 

Rosert L. Extiston, M. D. 

Palm Beach, Broward. 

In my opinion, the Palm Beach County and Broward 
County Medical Societies of the Eleventh Councilor Dis- 
trict are in a healthy condition. 

In order to bring about a closer union and to encourage 
the best possible fellowship between the physicians of 
these two counties, plans are being formulated to have all 
the members of the district meet with one or the other 
County Society, at its regular monthly meeting, at least 
once or twice ‘yearly. The plan suggested, and which 
will no doubt be adopted by the two societies, is the ap- 
pointment of an Intersociety Committee, which will 
handle the details pertaining to these meetings. It is hoped 
that by such an arrangement the members of the two 
societies will not only become better acquainted, but that 
each society may be of aid to the other in the considera- 
tion of their mutual problems. 


TWELFTH DISTRICT— 

KENNETH PHILLIPS, M. D. 

Dade, Monroe. 

No outstanding events have taken place in District 12 
during the past year other than the successful Annual 
District Meeting already reported in the Journal. 

The Dade County Society has cooperated from the 
outset with both the State and National defense com- 
mittees in any and all capacities when requested. The 
Society voted in December to increase its own local dues 
for the purpose of beginning a sinking fund for a future 
home and building. During the summer, one day was set 
apart for a stag picnic and recreation day. It proved a 
howling success and it may be worthwhile for other 
county societies to consider a similar annual event. 

New members have been created at an average rate of 
two or three each month giving rise to a steady increase 
in growth. Nothing of special importance has arisen in 
legislative or civic matters which affect the society 
directly, except that several members belonging to the 
reserve have been called into service. 

The year as a whole has been marked with a spirit of 
harmony and good will. 


Ft. Pierce 


Fort Lauderdale 


Miami 


STATE NEWS ITEMS 





MARRIAGES AND DEATHS 


MARRIAGES 
Dr. Victor Clarholm and Miss Doris Klein of West 
Palm Beach were married at Stanford, Connecticut on 
December 27. 











Dr. Mary Stewart Howarth and Mr. C. R. M. Shep- 
pard of DeLand were married on January 25. 


Dr. Franklin McElheny and Miss Myrtle Cooke of 
Miami were married on January 10. 

DEATHS 
wae’ Albert H. Freeman of Ocala died January 11, 
941. 


Dr. A. B. McCreary of Jacksonville, 
Officer, died January 24, 1941. 


STATE NEWS ITEMS 


State Health 














The Committee on Medical Postgraduate 
Course announces that its 1941 Short Course 
will be held at the George Washington Hotel, 
Jacksonville from June 23 to 28, inclusive. 
This will be the tenth successive year in which 
a postgraduate course has been made available 
to Florida doctors through the efforts of this 


committee. 
* 7” - 


Region II of the American Academy of 
Pediatrics will hold a meeting at the John Mar- 
shall Hotel, Richmond, Va., April 24 and 25. 
All members of the State Association who are 


interested in pediatrics are invited to attend. 
* - * 


Dr. J. N. Patterson, Director of Labora- 
tories of the State Board of Health since 1938, 
has been named Assistant Health Officer. Dr. 
Patterson will continue to direct the activities 
of the Laboratory with the aid of a well-quali- 


fied assistant. 
_ ~ 7 


Three lectures on health topics were given 
by members of the Duval County Medical 
Society, under the sponsorship of the Jackson- 
ville Junior Chamber of Commerce, during 
the month of January. These lectures, open 
to the public, were as follows: 

1. Dr. Louie Limbaugh: “Diseases of the 
Heart,” January 12. 

Dr. James L. Borland: 
and Intestines,” January 19. 

3. Dr. S. R. Norris: “Maternal Health,” 

January 26. 


“The Stomach 


- * * 
Dr. M. Wigdor of Miami Beach announces 
the removal of his offices to 310 Washington 
Avenue. 
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Dr. John O. Barfield, formerly of Miami 
and Apalachicola, has taken over the duties of 
Director of the City-County Health Depart- 
ment at Panama City. 


A meeting of the South Atlantic Association 
of Obstetricians and Gynecologists was held 
February 7 and 8 at the George Washington 
Hotel, Jacksonville. This Association draws 
members from Florida, Georgia, North and 
South Carolina and Virginia. The following 
Florida doctors contributed to the scientific 
program: 


Dr. C. D. Hoffmann of Orlando read a paper 
on “Acute Appendicitis in Pregnancy ;” Dr. J. 
M. Hoffman of Pensacola presented “The Role 
of the Maternity Home in Treating the Low 
Income Group:” and Dr. W. M. Rowlett of 
Tampa discussed a paper by Dr. Robert Green- 
blatt of Augusta, Georgia, on “Role of Corpus 
Luteum in Dysmenorrhea.” 


Dr. Gerry R. Holden of Jacksonville is on 
the Association’s Executive Committee. 


The Dillman Pavillion, newest addition to 
the Goo. Samaritan Hospital, West Palm 
Beach, was opened for use on January 5. This 
new wing consists of 14 attractively appointed 
rooms. 


Dr. A. L. Stebbins, Director of the City- 
County Health Unit at Pensacola, has com- 
pleted a four-weeks’ postgraduate course in 
obstetrics at the Lying-in Hospital of the Uni- 
versity of Chicago. 


Dr. W. L. Shackelford, who has resigned 
the superintendency of the Good Samaritan 
Hospital at West Palm Beach, was recently 
awarded a Certificate of Honor by the Ameri- 
can Hospital Association. This honor came in 
recognition of the excellent service he has ren- 
dered the Association and the National Hos- 
pital Day Committee during the past fifteen 
years. 

* 

Dr. Alexander Kushner has opened an office 
for the practice of orthopedic surgery in the 
Ingraham Building, Miami. He was formerly 
at Venice, Florida and at the Nebraska Ortho- 
pedic Hospital, Lincoln, Nebraska. 
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Dr. Henry Fuller of Mulberry announces 
his removal to Lakeland where he has become 
associated with Drs. Herman Watson, S. Ed- 
gar Watson, and Jere W. Annis. His practice 
will be limited to diagnosis and internal medi- 


cine. 
* ca * 


Dr. George A. Dame of Inverness has been 
appointed Director of the Nassau County 
Health Unit, with headquarters at Fernandina. 
Dr. Dame succeeds Dr. I. E. Simmons in this 
post. 


* * * 

The Postgraduate Surgical Assembly of the 
Southeastern Surgical Congress will be held in 
Richmond, Virginia, March 10, 11, and 12, 
1941 at the John Marshall Hotel. This intensive 
postgraduate lecture course is one of the big 
surgical assemblies of the year. There will be 
clinics and lectures covering every branch of 
surgery by some of the nation’s greatest teach- 
ers. Prominent doctors from 21 states, includ- 
ing Dr. Robert B. McIver of Jacksonville, have 
accepted invitations to address the assembly. 
For information and printed program, write 
Dr. B. T. Beasley, secretary-treasurer, 701 
Hurt Building, Atlanta. 


* * x 
Dr. Frank G. Slaughter of Jacksonville, 
author of a new book, “That None Should 
Die”, has been signally honored by having this 
book selected as the “book of the month” for 
May by the Book League, a national club. Pub- 
lication date of this volume will be March 21, 

1941, 
* ES 


Dr. Harrison A. Walker of Miami Beach 
announces the association of Dr. Guy R. Stod- 
dard in the practice of surgery. Offices of Drs. 
Walker and Stoddard are at 605 Lincoln Road 
Building. 


* * * 

Dr. Bruce H. Douglas, tuberculosis control- 
ler, Detroit Health Department, will be the 
principal speaker at the Annual Conference on 
Tuberculosis of the Florida Tuberculosis and 
Health Association, to be held in Jacksonville, 
April 7 and 8. Many phases of the tuberculosis 
»rogram in Florida will be discussed by Flor- 
ida’s private practitioners, health officers and 


inembers of the staff of the State Sanatorium. 
cs * oe 


Dr. Alfred E. O’Neil of Miami announces 
the removal of his offices to 2554 S.W. Eighth 
St. 
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The range of variation in the vita- 

min A content of market milks, 

both fresh and evaporated, is as great as 35% 
between Summer and Winter.’ 


S.M.A. is consistently high in vitamins every month 
of the year. Each quart of S.M.A., ready to feed, 
contains: 
10 mg. iron and ammonium citrate 
7500 international units of vitamin A activity 
200 international units of vitamin B, 
400 international units of vitamin D 








Vitamin supplements, other than the customary orange juice 
feedings, are usually unnecessary. 

S.M.A. is specially prepared to help build strong, healthy babies. 
It provides easily digested fat, a protein that provides the amino acids 
essential for adequate nutrition and growth, and lactose as the sole 
carbohydrate proportioned to mect the nutritional requirements of 
the normal infant. 


AND 
R PREMATURE 
UNDERNOURISHED INFANTS Normal infants relish S.M.A. . . . digest it easily and thrive on it. 





A Special Product 1. Dorabush. A. C., Peterson, W. H., and Olson, F. R.: *‘The Carotene and Vitamin A 
Conrent of Market Milks.’ J.A.M.A., May 4, 1940, pp. 1748-1751. 


‘ PROTEIN S.M.A. “ “ “ 
(Acidule 


*S$.M.A., a trade mark of §.M.A. Corporation, for its brand of food espe- 
‘ ially prepared for infant feeding—derived from tuberculin-tested cow's oe 
on S.M.A (acidulated) 18 4 milk, the fat of which is replaced by animal and vegetable fats, iateting GRR T 
hag 7 I Gf S.M.A., intende biologically tested cod liver oil; with the addition of milk sugar an 
modified form & 1 sutritional needs potassium chloride: altogether forming an antirachitic food. When diluted 
tomeet the special nu undernour- iccording to directions, it is essentially similar to human milk in percentages =~ 
of the premarets, infants sequif- f a. fat. carbohydrate and ash, in chemical constants of the fat and 
ished infant ane 0" ak rhysical properties. 
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VAN WILLIAM BURNS 
At its January meeting the St. Lucie-Okee- 
chobee-Indian River-Martin County Medical 
Society passed the following Resolutions on the 
death of Dr. Van William Burns: 


WHEREAS, our friend and fellow physician, V. W. 
Burns, has passed from our midst, and 

WHEREAS, in his going, the members of the St. 
Lucie-Okeechobee-Indian River-Martin County Medical 
Society feel deeply the loss of a faithful and loyal co- 
worker who, by his efforts toward the relief of suffering, 
has endeared himself to the members of the profession 
and the community ; 

BE IT THEREFORE RESOLVED by the St. 
Lucie-Okeechobee-Indian River-Martin County Medi- 
cal Society that they extend to his wife Mrs. Avis Burns 
and his daughter, Vanette, their sincere sympathy with 
the hope that they may find comfort in the knowledge that 
his loss is shared keenly by those with whom he came in 
contact, and 

BE IT FURTHER RESOLVED that copies of these 
Resolutions be given to Mrs. Burns, The Florida Medical 
Association and The Stuart Times, and a copy spread 
on our minutes for a permanent record. 


Adopted by unanimous vote of The St. Lucie-Okee- 
chobee-Indian River-Martin County Medical Society at 
its regular meeting in Fort Pierce, Florida, January 
16th, 1941. 

J. D. PARKER, M. D. 
A. M. SAMPLE, M. D. 
Committee. 


RARE See: en aR 
ALBERT HOWARD FREEMAN 


Dr. Albert H. Freeman of Ocala, a Past 
President of the Florida Medical Association, 
died at the United States Veterans Hospital, 
Bay Pines, on January 11. He had been ill for 
a number of years and in the hospital for the 
past six months. 

Born July 3, 1866 in Marshall County, 
Kentucky, Dr. Freeman was graduated from 
the State Peabody Normal College and taught 
school while he completed his work at the Ken- 
tucky School of Medicine, Louisville. After 
receiving his M.D. degree in 1892, he located 
in Briensburg, Kentucky and in the following 
year was married to Miss May Willis of Dallas, 
Texas. He did postgraduate work at Tulane 
University, the New York Polyclinic School 
of Medicine, and the University of Vienna, 
specializing in eve, ear, nose and throat work. 
In 1900 the family moved to Starke, Florida. 

Dr. Freeman and his two sons volunteered 
for service in the army during the World War 
and served as commissioned officers during 
the conflict. After the war, Dr. Freeman located 
in Jacksonville where he practiced his specialty 
until in 1925 when he moved to Ocala. He re- 
tired five vears ago because of ill health. 
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Dr. Freeman was elected president of the 
Florida Medical Association in 1911; in 1938, 
at the end of thirty-five years’ active member- 
ship, he became a Life Member of the Associa- 
tion. He was a past president of the Ocala Ro- 
tary Club and some years ago represented the 
club at a convention of Rotary International 
held in Europe. He was a member of Marion 
County Post 27 of the American Legion. 

Besides his widow, he is survived by three 
children, Edwin Freeman of Toronto, Canada, 
Henry Freeman of New Orleans, and Mrs. L. 
A. Yates of Tallahassee; two sisters, and two 
brothers. 

eee oc 

ALBERT BENJAMIN McCREARY 

Dr. .\. B. McCreary, State Health Officer, 
died in a Jacksonville hospital on the evening 
of January 24, at the age of 45. Besides his 
widow, Mrs. Cornelia Varnell McCreary, he 
leaves two daughters, Madge and Cornelia, and 
two sons, Albert and Lloyd; his mother, Mrs. 
Mamie Smith McCreary, New York City; a 
sister, Mrs. \W. A. Radspinner, also of New 
York City. 


Dr. McCreary was the son of the late Dr. 
L. B. McCreary, of Kingsport, Tenn. 

Dr. McCreary was appointed August 4, 
1939, by Governor Fred P. Cone to succeed the 
late Dr. W. A. McPhaul. For four years prior 
to his appointment as State Health Officer, he 


directed the work of the Bureau of Local 
Health Service of the Florida State Board of 
Health. 

Dr. McCreary was well known throughout 
the South in both medical and public health 
circles. Among the positions he held during the 
past 17 years were epidemiologist, Department 
of Health, Memphis: assistant in public health, 
University of Tennessee, Memphis ; member of 
the staff, General Hospital and Saint Joseph’s 
Hospital, Memphis; director, bureau of epi- 
demiology, North Carolina State Board of 
Health; health officer, Northampton County. 
Virginia, and also of Richmond County, North 
Carolina; member of the staff, State Hospital. 
Raleigh, N. C. His A. B. degree was earned at 
King College, Bristol, Tenn.; his M. D. at 
University of Tennessee, Memphis. 

He was immediate past president of the 
Florida Public Health Association and mem- 
ber of the National Malaria Committee. Dr. 
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DR. RANDOLPH’S SANITARIUM 


JACKSONVILLE, FLORIDA 
REGISTERED A. M. A. 


FOR THE CARE AND TREATMENT OF 
NERVOUS AND MILD MENTAL CASES 


Comfortably furnished rooms. Home atmosphere emphasized. 
Utmost privacy. Tactful nursing. Number patients limited to 
insure maximum attention. 


JAMES H. RANDOLPH, M. D. 
Resident Neuropsychiatrist 
4422 HERSCHEL STREET JACKSONVILLE, FLA. 
Phone 2-2330 
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McCreary was an Associate Fellow of the Col- 
lege of Physicians. He held membership also in 
the Duval County Medical Society, the Florida 
Medical Association, American Medical Asso- 
ciation and the American Public Health Asso- 


ciation. 
Ce ee ee 
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COMPONENT COUNTY SOCIETIES 








BREVARD 

Dr. T. C. Kenaston of Cocoa was elected 
president of the Brevard County Medical So- 
ciety at a meeting held in Cocoa on the evening 
of January 15. Dr. G. H. Christie of Titusville 
was named vice-president and Dr. I. K. Hicks 
of Melbourne was re-elected secretary and 
treasurer. 

% * ES 
DADE 

The Dade County Medical Society held its 
February meeting at the Jackson Memorial 
Hospital, February 5. The following program 
was presented : 

“Nephritis in Children as Observed in Flor- 
ida”— Hillard W. Willis; discussion by 

C. F. Roche, and Lynn W. Whelchel. 
“Pathology of Natural Unexpected Death’— 

Philipp Rezek; discussion by Scheffel H. 

Wright and John W. Snyder. 
LEON-GADSDEN-LIBERTY-WAK ULLA-JEFFERSON 

At the quarterly meeting of the Leon-Gads- 
den-Liberty-Wakulla-Jefferson County Medi- 
cal Society held at the Wakulla Springs Hotel, 
Thursday, January 16, the following scientific 
program was presented : 

“Common Anomalies of the Lower Spine” — 
Herbert W. Virgin, Jr., Pensacola. 

“Treatment of Burns”—F. T. Holland, Tal- 
lahassee. 

“Case report: Wilms Tumor’—B. A. Wil- 
kinson, Tallahassee. 

PASCO-HERNANDO-CITRUS 

Dr. P. J. Hudson entertained the Pasco- 
Hernando-Citrus County Medical Society at 
his home in Crystal River, Thursday evening, 
January 9. 

A fish and oyster dinner was served by Dr. 
and Mrs. Hudson in their home after which a 
business meeting was held in Dr. Hudson’s 
office. 

Minutes of the last meeting were read and 
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adopted. Interesting case reports were given 
and discussed by the doctors present. Drs. J. 
N. Moore, H. F. Watt and C. W. Mimms of 
Ocala, special guests of the society, made in- 
teresting talks. 

Dr. G. R. Creekmore of Brooksville invited 
the society to meet with him in February, 

* * * 
PINELLAS 

The first meeting of the year held by the 
Pinellas County Medical Society took place on 
January 3 at the Shrine Club, St. Petersburg. 
The following scientific program was _ pre- 
sented : 

“Two Fatal Cases of Poisoning by Barbitur- 
ates’—W. W. Harden and J. B. Quicksall. 

“Suggestions on Dermatologic Therapy in 
General” —L. B. Mount. 

“Preoperative Care in Hyperthyroidism”’— 
R. W. S. Owen. 

“Congenital Hemolytic Icterus’—Paul L. 
White. 

The Society met again on January 17, to 
enjoy the following program : 

Five minute case reports opened by Drs. C. 
C. Rudolph and R. D. Murphy. 

Ten minute talks by Drs. O. O. Feaster and 
N. M. Marr. 

Fifteen minute essay by Dr. C. S. Franckle 
on ‘Water Balance”; discussions by Drs. R. 
W. S. Owen and A. R. Frederick. 


* * * 
POLK 
Dr. Barry Wood, associate professor of 
Medicine at Johns Hopkins University, was 
principal speaker at a dinner given by the Polk 
County Medical Society at the Walesbilt Hotel, 
Lake Wales, on January 8. Dr. Wood spoke on 
“Pneumonia” which was also the topic of a dis- 
cussion by Dr. Spencer A. Folsom of Orlando. 
Preceding the dinner, the members of the 
society, their wives and guests were entertained 
at the Lake Wales Hospital. After an inspection 
of the hospital, light refreshments were served. 
* * * 
PUTNAM 
The annual meeting of the Putnam County 
Medical Society was held at the Sea House, 
Palatka on the evening of January 11, where a 
delicious dinner was served. At the business 
meeting held after the dinner, the following 
officers were elected: president—Dr. C. M. 
Knight, Palatka ; secretary and treasurer—Dr. 
J. Worth Brantley, Grandin. 
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Every Koromex Diaphragm carries with it a 
guarantee not for one year but for wo full years. 
We can make this guarantee with confidence 
because of the many years’ experience with these 
diaphragms. The physicians who prescribe 
Koromex Diaphragms particularly commend it 
for its spring tension, for the shape of its dome as 
well as for the excellent character of its materials. 


Send for further information 
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SARASOTA 

Dr. J. C. Patterson of Sarasota was elected 
president of the Sarasota County Medical So- 
ciety at a joint meeting of that Society and the 
Manatee County Medical Society held in De- 
cember. Other officers are: Dr. T. W. Taylor, 
Sarasota, vice-president ; Dr. Stanley T. Mar- 
tin, Sarasota, secretary-treasurer. Dr. Millard 
B. White was named delegate to the State Con- 
vention and Dr. John J. Jares, alternate dele- 
gate. 

WASHINGTON-HOLMES 

The following officers have been elected by 
the Washington-Holmes County Medical So- 
ciety to serve for the ensuing year: president, 
Dr. N. J. Dawkins, Vernon; secretary and 
treasurer, Dr. B. W. Dalton, Vernon. 
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STATUS OF THE MEAD JOHNSON 
VITAMIN A AWARD* 

Meeting in New York June 4, 1937, the Judges** 
stated that the presentation of the Award “at this time is 
not warranted since no clinical investigation on vitamin 
A has yet been published which completely answers any 
of the objectives of the original proposal. The Judges, 
therefore, agreed to defer further consideration of the 
granting of this award until December 31, 1939. This 
action was taken because of the existence of pronounced 
differences of opinion among investigators as to the 
reliability of any method yet proposed for determining 
the actual vitamin A requirements.” 

On November 19, 1940, the Judges met at Memphis and 
stated that “considerable progress in research with vita- 
min A has been made, principally along two main lines 
of endeavor. The fields showing most promise are those 
involving dark adaptation and blood serum studies. The 
Judges feel that there is still too much uncertainty about 
the relative merits of several investigations to warrant 
making the award at this time. It was, therefore, agreed 
that the giving of the award be postponed until clear 
resolution of various factors is achieved.” 

The sum of $15,000, called for by the Main Award, re- 
mains as a cash deposit in escrow with the Continental 
Illinois National Bank and Trust Company of Chicago, 
and will be paid immediately upon official notification of 
the Judges’ decision. 


*$15,000 Award for Clinical Investigation. There was 
also a $5,000 Award for laboratory investigation, which 
was awarded by the Judges April 10, 1935, one-half to 
Dr. Karl E. Mason, Vanderbilt University and one-half 
to Dr. S. B. Wolbach, Harvard University. Full in- 
formation will be found in the J.A.M.A., Jan. 30, 1932, 
May 12, 1934, Apr. 27, 1935, Oct. 23, 1937. 


**The Judges are: ISAAC A. ABT, Northwestern 
University Medical School, Chicago; K. D. BLACK- 
FAN, Harvard University Medical School, Boston; 
ALAN BROWN, Univers.iy of Toronto, Toronto, Can- 
ada; HORTON R. CASPARIS, Vanderbilt University, 
Nashville; S. W. CLAUSEN, University of Rochester, 
Rochester, N. Y.; H. F. HELMHOLZ, Mayo Clinic, 
Rochester, Minn.; E. V. McCOLLUM, Johns Hopkins 
University, Baltimore ; i Oh: ROYSTER, University of 
Virginia, University, Virginia ; ROBERT A. STRONG, 
Tulane University, New Orleans, La. 


9 e 7 
Brawner’s Sanitarium 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 

For Nervous and Mental Disorders, Drug and 
Alcohol Addictions. 
Approved diagnostic and therapeutic methods. 
Hydrotherapy, Electrotherapy, Massage, X-Ray 
and Laboratory. 
Special Department for General Invalids and 
Senile cases at Monthly Rates. 
James N. Brawner, M.D., Medical Supt. 
Avsert F. Brawner, M.D., Resident Supt. 











FLORIDA SANITARIUM AND HOSPITAL 


located on one of Orlando’s beautiful lakes and 
encircled by shaded lawns and orange ‘oves, 
offers a cheerful, homelike atmosphere that in- 
duces rest and relaxation for the convalescent 
and the nervously fatigued individual seeking 
a quiet place. Facilities available for check-up 
and diagnosis, in charge of efficient, registered 
technicians. The daily routine includes pre- 
scribed diet, hydrotherapy and other forms of 
physical therapy, exercise, and social activities 
for those able to engage in them, and the best 
of nursing care by skilled premsqntenes nurses. 
Member of American Hospital Association. 
Ethical co-operation with the profession. Phy- 
sicians cordially invited to visit the institution. 
Write for additional information. 
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ORLANDO, FLORIDA 














